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WE DO NOT DIAGNOSE YOUR CASES 


But we can help you do it. 


Diagnosis is like a jig-saw puzzle in which the laboratory or 
x-ray findings may furnish essential facts to complete the diagnostic 
picture. It is necessary that these facts be reliable and correctly in- 
terpreted or the whole picture will be wrong. 


All accredited hospitals require that their pathologic and radio- 
logic work shall be done by qualified specialists. Why should private 
practitioners be less particular? 
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Petrolagar... 


As a Bland Cleansing Enema 


e@ The effect of a Petrolagar cleansing enema is to soften thoroughly the inspissated 
stool, and help establish a complete, comfortable bowel movement. Petrolagar serves 
this purpose well because it is miscible with water, a virtue that enables an even 
dissemination of minute oil globules throughout the residue in the colon. 


The Petrolagar cleansing enema is preferable to irritating soap solutions in 
either the home or the hospital, because of its gentle, but thorough softening action. 


Consider the routine use of the Petrolagar cleansing enema in the hospital, 
postoperatively or in obstetrical cases, where normal bowel habits are temporarily 


disturbed. 


How to use: Mix 3 ounces of Petrolagar Plain with water sufficient to make 
one pint to one quart, as desired, and administer by gravity. For retention enema 


ea 


*Petrolagar—The trademark of Petrolagar Laboratories, Inc., 
brand emulsion of mineral oil . . . Liquid petrolatum 65 c.c. 
emulsified with 0.4 gm. agar ina menstruum to make 100 cc. 


administer at body temperature. 





Petrolagar Laboratories, Inc. * 8134 McCormick Boulevard « Chicago, Illinois 
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Fractures In The Aged 


LOUIS W. BRHEK, M. D. 
El P go Tiras 


INTRODUCTION rs 


E the past the treatment of fractures imo 
people has not been given as much attention 
as now, probably largely because of the many 
difficulties which the subject has presented. 
While some fractures were treated adequately 
the surgeon was prone to say ‘‘the patient 
only has a very short time to live anyway so 
we'll just leave him alone and make him as 
comfortable as possible.’’ What he really. meant 
was that there was no use worrying about the 
patient anyway as he.-was going to die soon, 
and thus sub-consciously the surgeon tried to 
forget the patient as quickly as possible. It has 
been the practice in these cases to give the 
patient narcotics and sedatives and treat the 
fracture with the most superficial type of 
treatment or even with no treatment at all. 
The attitude of doing as little as possible 
was somewhat excusable some years ago but 
certainly cannot be countenanced now because 
of two very good reasons. In the first place old 
people live much longer now than they did 
formerly and do very much better. There has 
been a great increase in the span of life and 
old people both live longer and enjoy life much 
more than in times past. In the second place 
newer methods of treatment of fractures have 
in many instances made it possible for frac- 
tures in old people to be treated much more 
satisfactorily with less shock, less morbidity 
and with better end results. = 
There is really nothing more deplorable than 
the picture of an aged person with an ununited 
or malunited major fracture who is in constant 
discomfort and often in real agony every time 
he uses his extremity. This has been a common 
sight in the past, and since extensive recon- 
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st itive surgery, in the aged is usually quite 
dame” and ngt* ‘advisable because .of “the 
shétk and blood léss attendapt upon suth .pro- 
cedures, these miserable ‘old“peoplechave been 
doomed to a life of continuous pain, Fortunate- 
ly such an eventuality can usually: be. prevented 
now by appropriate treatment and the patient 
restored to complete freedom from pain or to 
a reasonable degree of comfort at least. 


Recently a great deal has been written.on. the 
subject of the care of the aged in general and 
a new speciality has been created called Geria- 
trics. It is not the author’s purpose to go into 
the medical side of this problem in any detail 
for there are many good articles and symposia 
in the literature on the subject. These old people 
do present special problems, however, and the 
realization. of this must be borne in mind. The 
purpose of this paper is rather to emphasize 
the importance of making a serious effort to 
treat the aged patient with a fracture, in every 
case where it is at all possible. 


INDICATIONS AND CONTRA-INDICA- 
TIONS FOR TREATMENT 

When an old person presents himself with 
a fracture the most important thing to do is 
to evaluate his general condition. When he is 
first seen one should make him as comfortable 
as possible temporarily and institute measures 
to relieve shock if an appreciable amount of 
shock is present. In evaluating the patient’s 
general condition particular attention should be 
paid to the patient’s heart, blood pressure, 
lungs, and his urinalysis. One other point of 
particular importance is the patient’s general 
vitality. Such physical ailments as a moderate 
degree of senile psychosis, slight incontinence 
of urine without significant urinary findings, 
hemorrhoids, dyspepsia, and the like must be 














Figure 1. A 93 year old woman who had a fracture of the 


neck of the femur which was nailed with the blind nailing 
technique. Patient had a very satisfactory end result. 





considered but are not important determining 
factors in whether or not surgery (either 
opened or closed) should be done. One should 
be on the look out for other rarer serious com- 
plicating lesions such as the presence of a 
cancer. The patient’s regular general practi- 
tioner can usually be of great help in evaluat- 
ing his general condition. However, it is sur- 
prising how often one sees an old person who 
has not had a doctor for some years and if 
this happens to be the case the important help 
from the patient’s family physician is lacking. 


The decision as to whether or not to go ahead 
with appropriate definitive treatment really 
resolves itself into answering this question: Is 
the patient almost certainly going to die in the 
very near future regardless of what is done? 
If the answer to this question is yes, simple 
palliative treatment may be persisted in and the 
patient simply made as comfortable as possible. 
The fracture is either not treated at all or a 
simple dressing or traction applied. Examples 
of this are found in a fracture of the hip in 
which simple adhesive traction is placed on the 
leg in the form of Buck’s extension or in a 
fracture of the neck of the humerus in which 
the arm is simply bound to the side without 
reducing the fracture. If the answer to the 
above question is no (that is the patient will 
probably live for at least a while and perhaps 
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Figure 2. A 70 year old man with a fracture of the hip 
and a severe grade of myelogenous leukemia. Treated with 
blind nailing with a Smith-Petersen nail and a Thornton 
angle. bar with an excellent end result. 


indefinitely) the most satisfactory method of 
treating the fracture which is feasible should 
be selected and instituted immediately. 


Occasionally a patient is encountered who 
was thought hopeless at first and yet who looks 
so much better after a week or two in bed that 
it looks as though he is going to live on in- 
definitely. In a case of this kind the surgeon 
should not hesitate to change his mind and 
abandon the palliative treatment previously in- 
stituted and go ahead with suitable definitive 
treatment. However, I wish to emphasize that 
this does not affect what was said just pre- 
viously about the importance of operating (or 
otherwise treating) the better risks immediately 
after the fracture occurs, preferably within the 
first day or two. The reason for this is very 
important. If we have an old person who is 
only a fair risk anyway, yet who is capable 
of withstanding a satisfactory method of treat- 
ment, and we keep him waiting several days 
lying on his back and suffering he will in all 
probability be a worse risk after a few days 
than he was to start with. 

The selection of those cases suitable for treat- 
ment requires a great deal of judgment. Often 
a low grade heart disease or a not too high 
hypertension will permit the patient several 
years of life and the surgeon should go ahead 
and treat the fracture so that these remaining 
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years of life may be as comfortable as possible. 
It is felt, generally speaking, that the surgeon 
should err on the side of treating as many cases 
definitively as he possibly can rather than 
hesitating in the doubtful cases. This attitude 
s taken in the hope of preventing that deplor- 
ible picture of the aged person doomed to 
months or years of suffering from an ununited 
or malunited fracture and whose misery will 
mly be relieved by death. We should realize 
hat old people’s bones if given a reasonable 
‘hance will unite as well or nearly as well as 
hose of younger individuals. We should also 
ear in mind that regardless of age we cannot 
ret 100% good results in the treatment of 
fractures and this applies equally to the aged. 
Persons of advanced age are as entitled to ade- 
quate treatment as anyone else. 


PRINCIPLES OF TREATMENT 


Probably the most important thing in con- 
nection with the treatment of these patients 
has already been mentioned and that is that 
treatment should be instituted as early as pos- 
sible. This should be re-emphasized again for 
the reasons given in the preceding discussion. 

Another thing to be borne in mind is that 
the least shocking procedure available should 
be used consistent with a high percentage of 
good results. Closed methods are much to be 
preferred over open methods where the per- 
centage of anticipated good results is anywhere 


SOUTHWESTERN MEDICINE 








231 


near the same with the two methods. Open op- 
erative proceedures are often essential and in- 
dicated in certain types of fractures where the 
operative method is really the most conserva- 


‘tive. An example of this is a fracture of the 


neck of the femur where by means of blind 
nailing a very satisfactory method of treat- 
ment is available. The risk is slight because of 
the very small amount of shock attendant upon 
the procedure and the blood loss is very small 
because of the type of incision used. Another 
example of desirable open surgery is the re- 
moval of a badly fractured patella. This pro- 
cedure is relatively simple and if done under 
a tourniquet the risk is extmerely slight. One 
must weigh all the factors together in decid- 
ing what type of treatment to use in a specific 
case. In evaluating the probabilities of a good 
result from a method treatment the surgeon 
should not think back on one or two cases 
which he has had himself that turned out well 
but should be guided by statistics in the litera- 
ture or in reliable text books based on a large 
series of cases. In evaluating good results in old 
people the criteria are slightly different than 
in younger individuals. In an old person ab- 
sence of pain following recovery is an important 
factor in deciding whether a result has been 
good or not, whereas range of motion may not 
be nearly so important, since the patient does 
not have any more work to do with the extrem- 
ity during the remainder of his life. 


r~ 


ure 3. An 85 year old woman with a fracture of the shaft of the humerus treated with a closed reduction and cast. 


Pig 
Photograph shows range of motion after four months. 














Figure 4. An 82 year old woman with a supracondylar fracture of the humerus treated with a closed reduction and 
posterior moulded splint. Photograph shows range of motion after four months. 


Anaesthesia should be used as sparingly as 
possible and ether avoided. This is not the place 
to enter into a detailed discussion of anaesthe- 
sia in general and the merits of various types. 
The author personally has had good success in 
the aged with local anaesthesia, spinal anaes- 
thesia, consisting of novocaine crystals disolved 
in spinal fluid, and cyclopropane gas. 

The patient should be set up in bed by the 
end of the day of operation and every day 
thereafter. This is a very important point and 
cannot be over-emphasized. Lying flat in bed 
causes the development of a varying degree of 
hypostatie congestion in the lungs with the 
danger of pneumonia. Another effect of lying 
flat in bed is that the patient loses strength 
and becomes used to lying down so that it is 
very difficult to get him up again. 

The early use of the wheel chair is desirable 
for much the same reasons as given for sitting 
the patient up in bed. It helps keep the pa- 
tient’s vitality up. He should be placed in a 
wheel chair as soon after the operation as 
practicable. 

Casts of necessity must frequently be em- 
ployed but casts should be used as seldom as 
possible and their size should be kept down to 
the minimum. A posterior moulded splint en- 
volving as few joints as possible may often be 
substituted<for a big cast. A cast involving one 
or both hips should not be used in an aged in- 
dividual if it can possibly be avoided. The rea- 
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son for this is that they prevent the patient 
from sitting up and prevent the use of the 
wheel chair. A cast involving the knee should 
be avoided when possible because permanent 
pain and stiffness of the knee joint are often 
the result. 

These patients should be given vitamins rou- 
tinely. They are probably most easily given 
as a compound vitamin capsule containing all 
the vitamins. One of these capsules twice a 
day is a good dose and it is surprising how 
often these old people show improvement in 
their general health during their convalescence, 
and how often they will be better at the end 





of their convalescence than they have been in 
many years. Vitamin C is useful in wound 
healing. Vitamin B has a very salutary effect 
on the appetite and general health and vitamin 
D plays a part in calcium metabolism. The 
other vitamins are beneficial for their general 
effeet on the patient. 

The use of physical therapy is very im- 
portant. After removal of fixation apparatus 
aged patients usually have a good deal of stiff- 
ness in their joints and the use of heat, espe- 
cially in the form of short wave diathermy, 
massage, and active and passive motion is very 
useful in regaining normal motion. Physical 
therapy by a trained technician is especially 
important in the aged, for these old people are 
often loathe to help themselves. 

The general care post-operatively is quite im- 
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portant and certain general measures should 
be used. The patient should be supplied with 
a good adequate diet and should drink at 
least 3 glasses of milk a day which will sup- 
ply an adequate calcium intake. Only very rare- 
ly is a patient encountered who cannot take 
this much milk in some form or other and in 
these rare cases some other form of calcium 
may be necessary. An especially important and 
useful thing in connection with the general 
eare is the use of a sheep skin under the pa- 
tient’s buttocks and back for the prevention 
of decubitus ulcers. One should not end the 
discussion of the general care of old people 
without a word about the way they are treated 
from the psychological standpoint. They require 
a great deal of encouragement and a serious 
effort should be made to have some member 
of the family or some other attendant with the 
patient almost constantly to give them encour- 
agement and keep their morale up. 

In this discussion no attempt has been ‘made 
to go into detail in regard to any definite 
methods of treatment of specific fractures: but 
rather an attempt has been made to enumerate 
principles of treatment which should guide 
us. 

CASE REPORTS 

Over a period of 3% years the author has 
accumulated a series of 22 patients over 70 
years of age treated in private practice and 
who have been followed through to an end 


Figure 5. n 
Photograph shows range of motion after four months. 
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A 76 year old woman with a fracture of the outer table of the tibia treated with a closed reduction and cast, 
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result. In this series of 22 cases there have been 
no deaths. All of them have been followed at 
least 9 months and long enough to definitely 
evaluate the end result. They represent conse- 
cutive patients treated by definitive surgical 
procedures, either open or closed methods. The 
series does not include any cases in whom 
only palliative treatment was done. In those 
in whom only palliative treatment was given 
there was in general a high mortality, and they 
have nothing to do with this series, for as stated 
above all 22 cases were treated definitively. 
No attempt will be made to go into each 
case history completely. The cases will be simply 
listed with the diagnosis and the result obtained. 
There were nine fractures of the neck of the 
femur which were treated operatively. Of these 
nine cases eight had good union with a good 
end result. There was one case which was lost 
track of but which was not doing very well 
at the time last seen and in whom there may 
have been a non-union. There was one case of 
a fracture of the neck of the femur which was 
first seen three months after the fracture with 
a non-union. This patient was treated by means 
of a tibial bone graft to the neck of the femur. 
The bone graft fractured and another non- 
union took place. This case is a borderline case 
as to being an acute fracture and might better 
be considered an example of reconstructive 
surgery. There were three cases of intertrochan- 
teric fractures of the femur, treated by con- 
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servative methods consisting of well leg trac- 
tion. Good union occured in all three cases. In 
two of the cases there was a moderate amount 
of permanent stiffness in the knees and in the 
others there was no appreciable permanent 
stiffness. There was one case with a fracture 
of the shaft of the tibia with marked displace- 
ment which was treated by closed reduction 
and cast and in the same patient a Colles’ frac- 
ture of the wrist with marked displacement 
was treated by closed reduction and anterior 
and posterior moulded splints. Both fractures 
united promptly and a good end result was 
obtained in each. There was one case with a 
fracture of the inferior and superior rami of the 
pelvis on one side and with three fractured 
ribs. This patient made an uneventful recov- 
ery with good union. There was one case with 
a supra-condylar fracture of the humerus with 
displacement which was reduced and held in a 
posterior moulded splint. A good result was 
obtained in this ease. There was one case with 
a fracture of the external tibial plafond which 
was treated by a closed reduction and east and 
a good result obtained. 5 There was one case 
of a long spiral fracture of the shaft of the 
humerus which was treated by closed reduction 
and a posterior moulded splint with a good end 
result. There were three cases of fractures of 
the neck of the humerus, all three of which 
were treated by closed reduction and cast with 
a good result in all three cases. There was one 
case of a Colles’ fracture of the wrist which 
was treated by closed reduction and cast with 
a good result. It will be noted that in the 22 
consecutive cases there was a mortality rate of 
0 and a percentage of good results of approxi- 
mately 91%. 

A few short case reports will be given to 
illustrate certain points in connection with the 
treatment of fractures in the aged. 


A. M..was a 93 year old woman with an acute 


fracture of the neck of the femur.! She was 
seen the day of her injury by another surgeon 
who decided she was going to go ahead and die, 
but as a last resort the author was called in. 
Even though the patient was very thin and 
was lying in bed only partly conscious and 
moaning with pain, it was found on careful 
evaluation of the patient that she did not really 
have any serious organic disease. She was treat- 
ed by means of a blind nailing operation under 
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local anaesthesia which was performed without 
incident. It should be emphasized that the blind 
nailing technique is a pocedure which is not 
accompanied with much risk for the fracture 
site and the hip joint itself are not exposed. 
Instead through a small lateral incision which 
goes through skin, fat, and fascia, and through 
only a very insignificant amount of muscle, the 
area into which the nail is to be inserted is ex- 
posed. The guide wire is then placed and its 
position checked accurately by means of antero- 
posterior and lateral x-rays. When satisfactory 
placement of the guide wire has been obtained 
a cannulated nail is placed over the wire and 
driven home. The importance of not making a 
large muscle splitting incision cannot be over 
emphasized for with a simple lateral incision 
the shock is slight. No cast is used in these 
cases post-operatively. The patient under dis- 
cussion was propped up in bed at an angle of 
60 degrees the evening of the day of. opera- 
tion and was up in a wheel chair for an hour 
twice a day the next day. This prevents the 
complications attendant upon lying in bed for 
a prolonged period of time. She had good union 
and a good result which has been followed for 
a year and a half. 

C. H. was an 86 year old woman with a 
fracture of the neck of the femur. This patient’s 
fracture was nailed by means of the usual 
blind nailing technique under a small spinal 
anaesthetic reinforced with local. She stood 
the operation very well and was in excellent 
condition for several days post-operatively. On 
the sixth post-operative day she began to run 
a fever and a definite diagnosis of bronchial 
pneumonia was made which was in all prob- 
ability contracted from some member of the 
family. She had been sitting up in bed since 
the first day, Sulfanilamide was used in, the 
treatment of the pneumonia and the patient 
was seriously sick for only five days and then 
recovered. It seems almost unbelievable that a 
patient with a fractured hip which had been 
operated on could withstand a post-operative 
pneumonia beginning on the sixth day so well. 
She was not critically ill at any time and fol- 
lowing her prompt recovery from the pneu- 
monia made an uneventful convalescence. She 
began walking at the end of 12 weeks at which 
time the x-ray showed solid bony union. 

E. G. was an 85 year old women who sus- 
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tained a fracture of the shaft of the humerus. * 
The fracture was treated by means of a closed 
reduction and cast and a satisfactory position 
obtained. The patient was confined to bed 
post-operatively although she was allowed to 
sit up immediately and kept sitting up in bed 
every day. She had had severe hemorrhoids for 
several years and the disturbance of having the 
fracture of the humerus combined with staying 
in bed aggravated her hemorrhoids and they 
became exceedingly bad, in fact so bad that it 
became necessary to treat them surgically. A 
consultant was called who decided to operate 
on them and under a low spinal anaesthetic the 
hemorrhoids were removed 24% weeks after the 
patient broke her arm: She withstood the 
hemorrhoid operation well and by the end of 
another two weeks was up and around and 
doing very well. The fracture united solidly by 
the end of eight weeks and by the end of four 
months she had a very useful and practically 
painless extremity. The most interesting thing 
in connection with this patient is the fact that 
two years later when the fracture and hemorr- 
hoid operation had long been forgotten she had 
a cerebral accident which left her with a partial 
hemiplegia. It is quite interesting that the 
patient should not have had this while she was 
under treatment for the fracture or the 
hemorrhoids. 

J. V. was an 80 year old woman. She had 
a fracture of the neck of the femur which was 
treated by means of the usual blind nailing 
operation. She was suffering from a moderately 
severe senile psychosis before the operation was 
performed and about ten days post-operatively 
this began to get much worse. She developed a 
very severe senile psychosis and was very diffi- 
eult to manage for a period of about three 
weeks and then suddenly began to improve and 
return to about the same condition that she was 
in before she broke her hip. It is hard to 
evaluate how much the operation had to do with 
the senile psychosis as her daughter said she 
had had several similar attacks of this before 
her operation. The patient got an excellent 
result in the fractured hip. 

Y. J. was an 82 year old woman who had a 
supra-condylar fracture of the humerus with 
marked displacement.* The fracture was re- 
duced under light cyclopropane gas anaesthesia 
and a posterior moulded splint applied. The 
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patient stood the manipultion and cast very 
well and sat up in bed the evening of the day 
of the operation and every day thereafter. She 
was out of bed and around at the end of five 
days. X-rays showed solid bony union at the end 
of six weeks. The interesting thing in connec- 
tion with this patient was that she refused to 
have either professional physical therapy or any 
help from any member of her family in limber- 
ing up the extremity. The author took a very 
pessimistic attitude toward the probability of 
a favorable end result but strangely enough 
by the end of six months without any physical 
therapy whatever she had a very useful range 
of motion with only twenty degrees limitation 
of extension and twenty degrees limitation of 
flexion and with a painless elbow. Subse- 
quently motion improved still more. 

R. F. G. was a 70 year old man with an 
intertrochanteric fracture of the femur.? This 
case is interesting because of the severe 
myelogenous leukemia which the patient had. 
He did not know he had this disease until he 
was in the hospital with the broken hip and a 
blood count was made and it was found he had 
a white blood count of 294,000. He was treated 
by another doctor for six weeks in abdiction 
and at the end of this time there was no union 
whatever at the fracture site. The blind nailing 
operation was done with the fracture pulled 
down into as good position as possible before 
nailing and with a Thornton trochanteric angle 
bar applied to the nail. Excellent fixation of the 
fracture was obtained with the nail and bar 
and no cast was used. At the end of twelve 
weeks there was a moderate amount of bony 
union across the fracture site which later be- 
came solid. The patient stood the operation very 
well and did not have any post-operative com- 
plications. The myelogenous leukemia was 
never treated at any time and the patient has 
never had any symptoms from it. 

SUMMARY 

Fractures in the aged should not be aban- 
doned except in patients who are very poor 
risks but instead should be treated definitively 
by either operative or non-operative means as 
best suited to the particular case. The more 
conservative the treatment the better but opera- 
tive treatment should be used when necessary. 

It is of great importance to evaluate the 
patient from the general standpoint and minor 
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complications. do not contraindicate definitive 
treatment. Serious. heart disease, hypertension 
or serious renal disease are the chief contrain- 
dications for definitive treatment. Treatment 
should be instituted as early as possible fol- 
lowing the oceurrence of the fracture. 


‘ Other important points in treatment are: the 
use of local, spinal or cyclopropane gas anaes- 
thesia, sitting the patient up in bed the eve- 
ning of the day of eperation and every day 
thereafter, the early use of the wheel chair, 
avoiding the use of casts wherever possible and 
making the cast as small as possible, giving of 
vitamins post-operatively and the use of physi- 
cal therapy. 


A series of 22 consecutive patients over 70 
years of age which were treated by surgical 
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means (either opened or closed surgery) is 
presented in which the mortality was 0 and 
the percentage of good results 91%. Short case 
reports of several of these cases are given to 
illustrate certain points in connection with the 
treatment of fractures in the aged. 


Roberts-Banner Bldg. 
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knowledge of fluid and electrotype require- 
~~ ments is a valuable aid in the care. of sur- 
gical patients. The body fluids may be classified 
as either intracellular or extracellular.. The for- 
mer comprises about 50 per cent of the weight 
of the body and consists of the fluid within the 
cells. The extracellular fluid may be subdivided 
inte, blood plasma and interstitial fluid. Blood 
plasma: comprises approximately 6 per cent of 
the weight of the body and interstitial fluid, 
approximately 15 per cent. The extracellular 
fluid the nutrient and _ waste 
products. * 
GENERAL SUPPORTIVE MEASURES 
Before Operation. —- Occasionally, patients 
have secondary anemia. If possible, this condi- 
tion should be corrected before operation is 
carried out. Blalock was of the opinion that 
postoperative pulmonary complications and 
difficulty in healing of wounds are more likely 
to occur in anemic patients. Supportive meas- 
ures, when necessary, should be instituted some 
hours before operation is performed. If the 


transports 
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patient is in fair health and the blood picture, 
blood pressure and renal functions are within 
reasonable limits more prolonged preoperative 
treatment is usually not necessary. The patient, 
however, should have an uninterrupted sleep 
the night before operation. This may be pro- 
cured by the administration of one of the bar- 
biturates, for instance, 1% grains (0.1 gm.) of 
pentobarbital sodium before retiring. To allay 
excitement, this dose may be repeated the fol- 
lowing morning. Morphine and atropine also 
may be administered thirty minutes prior to 
induction of anesthesia. In some cases pre- 
liminary medication may cause marked depres- 
sion of the systolic blood pressure. Other signs 
of shock do not necessarily follow this decrease 
in blood pressure. 


Anesthesia.—If a general anesthetic agent is 
administered in a case in which the systolic 
blood pressure is depressed as a result of pre- 
medication, the blood pressure may decrease 
to a point where it is not advisable to start 
the operative procedure. If the blood pressure 
continues to fall during induction of anesthesia, 
operation should be postponed until the effect 
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of the drug has worn off sufficiently for the 
blood pressure to return to a satisfactory level. 

A spinal anesthetic agent should not be ad- 
ninistered to a patient whose systolic blood 
rressure is 100 mm. of mercury or less, pulse 
yressure is 20 mm. of mereury or less or the 
‘oneentration of hemoglobin is 50 per cent of 
1ormal or less, nor is it advisable to administer 
| spinal anesthetic agent if the patient has re- 
‘ently lost weight markedly. If spinal anesthesia 
s the method of choice, usually 25 mg. of ephe- 
lrine hydrochloride is injected intramuscularly 
it the time the spinal anesthetic procedure is 
ing done. At a certain time after the spinal 
inesthetie procedure has been completed, the 
systolic blood pressure may fall due to the ef- 
feet of the anesthetic agent. Under these cireum- 
stances the administration of 25 mg. of ephe- 
drine hydrochloride is repeated, this time using 
the intravenous route of administration. Some 
physicians prefer to administer neosynephrin 
hydrochloride subeutaneously or intramuscular- 
ly in doses of from 3 to 5 mg. It seems imad- 
viseable to administer this drug intravenously. 

Intravenous anesthesia and rectal avertin’ 
anesthesia also may produce cardiovascular de- 
pression which requires appropriate and ade- 
quate supportive measures. 

If stimulants are not available or are unde- 
sirable, the patient may be supported by the 
use of parenteral solutions, such as physiologic 
saline solution, a 5 per cent solution of dextrose 
in physiologic saline solution or a 6 per cent 
solution of acacia in physiologic saline solution. 

Fluid for parenteral administration after 
operation.—If the patient is not dehydrated and 
fluids are to be given parenterally because they 
are not allowed by mouth, it is not very im- 
portant which kind of fluid is administered. 
Perhaps the best fluid is a 5 per cent solution 
of dextrose in distilled water. However, if the 
patient is dehydrated, physiologic solution of 
sodium chloride is the fluid of choice because 
of the need for the sodium and chlorine ions. 
The body, by its natural processes of metabol- 
ism, is able to supply all the requirements ex- 
cept the sodium and chlorine ions. If the solu- 
tion of sodium chloride is supplied and the 
kidneys are functioning adequately, the fluid 
will be properly retained, the metabolic process 
will take place and the extracellular fluid will 
be restored. * 


SoUTHWESTERN MEDICINE 


237 


Renal function frequently is disturbed during 
a period of dehydration. If this has occurred, 
glucose should be added to the solutions given. 
Blalock stated that glucose increased the plasma 
volume and the renal blood flow, and sup- 
plied a surplus of water with which the kidneys 
can perform their functions. Glucose also aids 
in the oxidation of ketone acids. Saline solutions 
sometimes cause edema, whereas solutions of 
glucose usually are not associated with this 
occurrence. 

If the concentration of serum proteins is 
reduced and large quantities of saline solution 
are given intravenously, general edema may oc- 
cur. If the saline solution is administered by 
any other route its absorption usually is regulat- 
ed considerably better and this complication is 
much less likely to oeerr. It must be remembered 
with regard to the administration of large quan- 
tities of any crystalloid solution that if the cap- 
illaries are damaged, fairly large portions of the 
solution will escape from the capillaries and will 
carry more plasma protein with it. The picture 
is entirely different if the capillaries are not 
damaged. 

SHOCK 

Primary shock has been interpreted by many 
workers as analogous to syncope, and prompt 
recovery usually can be expected. Secondary 
shock is a circulatory deficiency, neither vaso- 
motor nor cardiac in origin; it is characterized 
by a decreased cardiac output, decreased blood 
volume and hemoconcentration.** The most 
important abnormality in secondary shock is 
the decrease of the volume of circulating blood. 
The volume of blood then must be supplement- 
ed by the introduction of fluids, such as whole 
citrated blood, blood plasma or serum, or solu- 
tions of erystalloids. Solutions of crystalloids 
are much more effective in the prevention than 
in the treatment of secondary shock. Blalock 
and co-workers ' * * 5 © stated that it was found 
that the intravenous introduction of large quan- 
tities of those solutions may result in harm 
rather than in good. Crystalloids are of most 
importance when the patient is dehydrated 
severely or when the acid base balance is dis- 
turbed. If severe trauma has occurred, sec- 
ondary shock may be impending or present be- 
fore the blood pressure decreases. However, im- 
pending shock could be demonstrated if it were 
possible to carry out tests to determine hemo- 
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concentration. Hemoconcentration is attributed 
to the loss of plasma from the blood through 
the walls of the capillaries which have become 
more permeable. For a time, peripheral vasocon- 
striction will maintain the blood pressure, but 
a point is reached at which this mechanism fails 
and the blood pressure decreases. In these cir- 
Blalock stated that solutions of 
erystalloids do more harm than good by (1) 
diluting the existing plasma and (2) losing fluid 
by having it pass through the walls of the 


cumstances 


capillaries because of the increased permeability. 
TREATMENT OF VARIOUS CONDITIONS 
ACCOMPANIED BY SHOCK 

In case of severe hemorrhage followed by 
shock, the loss of circulating erythrocytes is a 
minor secondary factor if the proper volume of 
circulating blood is maintained. Death aceom- 
panying or following acute hemorrhage is not 
due so much to the loss of erythrocytes as to 
the inadequate circulation, anoxemia of tissues, 
and increased permeability of capillaries; the 
whole results in shock attributed to loss of eir- 
culating fluid. 

Sudden massive hemorrhages, which occasion- 
ally occur in eases of ulcers, severe trauma and 
so forth, may produce oligemia and primary 
shock. The chief need in these instances is to 
replace fluid in order to maintain the volume 
of the cireulating blood. The composition of 
the fluid employed in cases of primary shock 
is not as important as it is in cases of secondary 
shock. Hoitink demonstrated in primary shock 
that a 0.9 per cent solution of sodium chloride 


was as good as any other blood substitute. 


However, secondary shock subsequent to severe 
hemorrhage necessitates the addition of a more 
permanent fluid because of the loss of plasma 
through the increased permeability of the walls 
of the capillaries. Whole citrated blood: if avail- 
able’ seems to be the ideal agent for transfusion 
in these cases. 

In cases of severe hemorrhage and secondary 
shock’ plasma or serum may be used to. ad- 
vantage as its nature is similar to that of the 
fluid within the vessels themselves. 17 78 2° The 
osmotic pressure of blood plasma is such that 
it will tend to draw fluid from the tissues back 
into the veins and thus maintain the volume of 
the circulating blood within a safe range. 


Johnson and Blalock found that volume for 
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volume, loss of blood plasma over several hours 
was not tolerated as well as loss of whole blood. 
With the loss of blood plasma hemoconcentra- 
tion occurs. If a transfusion of whole citrated 
blood is given then hemoconcentration is not 
decreased greatly. An ideal fluid under these 
circumstances would seem to be blood plasma. 

In eases of hypeproteinemia, in which incised 
wounds heal poorly, small transfusions of blood 
plasma repeated over long periods appear more 
efficacious than large transfusions given in a 
shorter period.*» Minot and Blalock stated that 
in cases of severe burns transfusion of blood 
plasma probably is the method of choice for 
restoration of plasma volume. 


TRANSFUSION FLUIDS AND 
TREATMENT OF REACTIONS 


At the Mayo Clinie, a supply of chilled blood 
is maintained, which, although minimal, is ade- 
overnight’s The 
supply is replenished daily, and in this way 
the chilled blood does not become too many 
days old. We began to use chilled blood at the 
Mayo Clinie in 1935; since that time, the 
which chilled 
blood has been employed has increased gradual- 
ly. During 1940 it was found that the incidence 
of reaction to chilled blood was slightly less 
than that attributed to fresh blood. 7° In most 
eases, the use of chilled blood gives results com- 


quate for an requirement. 


percentage of transfusions in 


parable to those from fresh blood, but in some 
cases it may be of less value than fresh blood 
because of loss of leukocytes, platelets and de- 
ficiency in prothrombin.” ** 3) 


DeGowin and Hardin demonstrated that the 
administration of refrigerated blood that has 
not been warmed is not necessarily followed by 
more untoward reactions than chilled blood that 
has been warmed slightly prior to its adminis- 
tration. However, at the clinic it has been the 
custom to remove the chill from the blood by 
either immersing the container of blood in a 
bath of warm water or using a metal heater 
which surrounds the tubing which carries the 
blood to the patient. 27 

Codeine phosphate administered intravenous- 
lv is valuable in relieving in whole or in part 
the symptoms accompanying a transfusion re- 
action. As soon as a chill, pain in the lumbar 
region or other symptoms are complained of, 
% to 1 grain (0.032 to 0.065 gm.) of codeine 





August, 1941 


phosphate is administered slowly by the intra- 
venous route. The symptoms of the reaction 
isually will be relieved. 1% 
vrains (0.1 gm.) are used. If a patient has 


Occasionally, 


riven a history of previous reaction to trans- 
usion, two doses of 1% grains (0.1 gm.) each 
if pentobarbital sodium are given orally three 
iours and half an hour, respectively, before 
he transfusion is started, and % grain (0.032 
rm.) of eodeine phosphate is administered in- 
ravenously immediately the 
ransfusion is started. In this way, the patient 


before blood 
isually will tolerate the transfusion without 
iny symptoms of untoward reaction. 


Blood plasma is procured by the separation 
if blood cells from whole citrated blood. The 
supernatant fluid is withdrawn after the blood 
has been centrifuged or has stood for several 
days. Blood plasma, irrespective of the donor’s 
blood group, may be given. 78 Pooled plasma 
seems to be advantageous, as the pooling of 
plasma from different donors of different blood 
vroups seems to suppress the iso-agglutinins. 
Blood plasma is stored easily, transported readi- 
lv and apparently is not harmed by repeated 
shaking of the bottles. It also may be dried, 
powdered and redissolved in sterile, distilled 
water and transfused. 1 } 1. Apparently good 
results follow its use. 


The separation of supernatant blood plasma 
leaves a potentially valuable layer of cells at 
the bottom of the flask. Robertson described 
a method for preserving suspended erythrocytes 
in a 2.5 per cent solution of gelatin in saline 
solution. These transfusions of erythrocytes 
were used in cases of anemia. 


At the clinic, it has been found that a solu- 
tion which is 3.6 per cent glucose and 2.5 per 
citrate the 
of whole citrated blood renders a sus- 


cent sodium added _ to cells from 
00 @. @. 
pension of blood cells that may be used with 
therapeutic value in cases of anemia."  Pa- 
secondary anemia require 


tients who have 


primarily erythrocytes and not blood plasma. 


In some eases, blood cells have been used which 


had been suspended for several days. Our best 
results were obtained if the cells were trans- 
fused reasonably soon after separation from the 
blood plasma. However, the cells remained in 
fairly good condition up to seven days. Labora- 


tory and clinical data demonstrated that an in- 
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erease of about 500,000 erythrocytes per cubic 


millimeter and 5 to 15 per cent inerease 


in concentration of hemoglobin could be ex- 
pected in the circulating blood. No great change 


in blood pressure or temperature was noted. 


Only one severe reaction occurred in a_ se- 


ries of seventeen cases. In this case the cells 


were suspended in the aforementioned glucose 


citrate solution and stored for two weeks be- 


fore being transfused. 


Castellanos reported a series of cases in which 


transfusions of freshly drawn ery- 


he used 
throcytes only. He never encountered any kind 
of reaction such as fever, chills, vomiting and 
so forth. He also reported a decreased respira- 
tory rate and pulse rate and a markedly great- 
er pulse pressure. MacQuaide and Mollison add- 
ed the cells from two bottles containing 500 
¢. ¢. of citrated blood and obtained propor- 
tionately better results than from transfusions 
of erythrocytes from one 500 ¢. ¢. bottle of 


blood. 


Technic in’ intravenous administration of 
fluids.—In the operating room, we usually use 
a 15 gauge Lewisohn needle with which to 


administer the blood or other fluids intraven- 
ously. In an emergency, if blood is needed in 
a great hurry, this large sized needle will allow 
the administration of 500 e.e. of citrated blood 
in approximately five minutes. However, in 
usually, 
for 


The con- 


the average case this is too rapid; 
thirty to forty-five minutes are allowed 
administration of 500 ¢.c. of blood. 
tainers which hold the blood always are hung 
rather high on the standards and the rate of 
drip is regulated by means of a_ stopcock. 
If the veins of a patient are small or hard 
to locate, hot compresses applied to the arm 
from the finger tips to above the elbows, and 
from the toes to above the knees frequently 
will dilate the veins sufficiently to allow the 
needle, '* 3° If hot 


have been applied to the arms and legs and the 


entrance of a compresses 
veins have become filled with blood, it is well 
to use warm alcohol on the skin as the antisep- 
tic solution rather than cold aleohol. The ap- 
plication of cold alcohol in these circumstances 
will contract the vessels immediately and the 
benefit of the heat will be lost. 

In eases of edema, after the tourniquet has 
been applied, the edema fluid can be squeezed 
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sufficiently from the back of the hand and 
foot to permit visualization of the vein and 
introduetion of the needle into the vein. This 
introduction must be carried out quickly, as 
the fluid rapidly re-enters the from 
which it was squeezed. 

The tourniquet always should be applied as 
near the site of venipuncture as possible. It 
acts not only as a tourniquet but also as an 
anchor to hold the vein which is being stretched 
for venipuncture. After the bevel of the needle 
has been buried in the skin, suction can be 
applied on the plunger of the syringe; the 
same hand that is holding the syringe and in- 
troducing the needle is used for this. This con- 
stant suction of the plunger will permit flow 
of blood into the syringe as soon as the bevel 
of the needle enters the lumen of the blood 
vessel. This is particularly useful, as it not only 
indicates the immediate time when the needle is 
within a but it also leaves the physi- 
cian’s other hand free to keep the skin con- 
stantly on stretch and thus to keep the vein 
in a straight line. 

SUMMARY 

(General supportive measures in the care of 
surgical patients should begin before operation. 
The patient should have proper fluid balance ; 
Proper 
supportive during surgical pro- 
cedures should be instituted, if warranted. 

Primary shock usually can be combatted by 
administration of certain vasopressor drugs or 
intravenous fluids or both. In secondary shock, 
the addition of fluids to replace those lost by 
the increased permeability of the capillary walls 
is the proper manner of treatment. In cases of 
severe hemorrhage, whole citrated blood is war- 
ranted but blood plasma or serum may be used 
to great advantage. Postoperatively, the addi- 
tion of sufficient water, sodium and chlorine 
ions and glucose to offset fluid lost and exereted 


region 


vessel, 


adequate premedication is important. 


treatment 


is important. 


The Mayo Clinic. 
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Sareoma Of The. Pancreas 


HARLAN SHOEMAKER, M. D., 
Los Angeles, California 


ARCOMA of the pancreas is a rare tumor. In 
1922 Hyman Goldstein stated that he was 
able to find 19 aecepted and authenticated cases 
of primary sarcoma of the pancreas. Oberling 
and Guerin reported a total of 50 cases collected 
from the literature in 1931. The Quarterly Cu- 
mulative Index has contained on the average of 
one case report a year entitled sarcoma of the 
pancreas, since 1922. In the literature only two 
of the titles are found in the American, one in 
the British, and the rest in the French, German 
and Italian. 


The first generally accepted case of primary 
sarcoma of the pancreas was reported in 1888 
by Litten. The patient was a four year old boy, 
and the diagnosis was lymphosarcoma. 
Sarcoma involving the pancreas, either by 
metastasis or by extension from surrounding 
structures, although slightly more common than 
primary tumors, is also rather rare. Goldstein 
reported five cases of secondary involvement 
of the pancreas and one of primary involve- 
ment. The first case of secondary sarcoma of the 
panereas was reported by Chiari in 1882. The 
patient was 43 and the primary tumor was a 
brownish tumor in the left eye. The pancreatic 
metastasis was ‘‘globular, soft, fragile, brown- 


ish-black, within a two mm. thick capsule 


through which the tumor mass protruded here 
and there.’’ 


Sarcoma may rise from the reticuloendothe- 
lial tissue of the gland, the stroma, or the peri- 
pancreatic lymph nodes, or possibly from an 
anlage of the suprarenals at a primary site near 
their embryonal origin. This latter tumor metas- 
tasizes to the brain. It should show Kuster’s 
rosettes. If stoma and lumen formation are 
noted, the tumor is epiblastic. Foot, Carter and 
Klipse report such a case. 

Between the carcinomas and the sarcomas of 
the pancreas there is an ill-defined group of 
tumors called sarcomas, in epithelial 
and stromal elements participate in producing 
the malignant tumor. 

There are more than 153 incidences of car- 
cino-sarcoma reported in the American Journal 


which 
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of Cancer, July, 1938. Vol. IIT, 
Vass. 


Saphir and 


The frequency of sarcoma in two series of 
autopsies here noted is as follows: (1) by Gru- 
20,302 
another by Sergre, in 11,492 autop- 
sies found 132 neoplasms, of which 2 were sar- 


ber, who did not find one sarcoma in 
bodies. (2) 


comas. Sergre classifies sarcoma as round eell, 
giant cell, and spindle cell, as reported by Os- 
terlin (American Journal of Medieal 
new series, vol. 137, 1935). 


Science, 


A review of histopathology of 235 tumors of 
the upper abdomen, at the Los Angeles General 
Hospital, shows that seven of these cases ap- 
proach nearest to the subject of this paper- 
sarcoma of the pancreas. 

Five of these cases are unqualified sarcomas 
of the pancreas, although perhaps one which is 
a melanoma, could not be primary in this gland, 
especially with a history of eye disease, glau- 
coma. The four primary and one melanoma 
here reported are classed as reticulum cell sar- 
comas. The type of cell appears in the autopsy 
report. 

The remaining two of these selected tumors 
were diagnosed as carcinomas at autopsy, but 
here the metastases which were biopsied one to 
two years before death, were unqualifiedly diag- 
nosed reticulum cell sarcomas. That is, these 
metastatic tumors were thought to have origin- 
ated in the reticulo endothelial structure of the 
gland, or the pancreatic lympl nodes, and to 
have invaded the pancreas before making their 
appearance elsewhere. 

As to age, 45 to 55 years seems to be the 
time of lessened resistance to tumor incidence 
in the body, and no exception is noted in these 
cases. Sarcomas have been reported in children, 
but the majority of the cases are in adults. Of 
the cases here treated, six were males 
and one female, and all were white and married. 

SYMPTOMS AND DIAGNOSIS 

The symptomatology of pancreatic disease, or 
tumors of the pancreas, in these cases is rather 
a definite pattern, and once you accustom your- 
self to the association of symptoms, you should 
more frequently think of the pancreas and less 
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often make a diagnosis of liver or gallbladder 
pathology. 

As in most abdominal diseases, the onset is 
insidious. At first an allergy to some food, then 
indigestion and nausea, and finally vomiting. 
The latter is the first major symptom to present 
itself. It becomes obstinate and continuous. If 
there is any one symptom which might be 
pointed out as pathognomonic, it is obstinate 
vomiting. This symptom is frequently present 
in other diseases of the pancreas. 

Pain certainly follows closely upon nausea 
and vomiting, due perhaps to the expanding 
capsule of the pancreas, or involvement of the 
extra hepatic or pancreatic duets, or perhaps 
to a mild pancreatitis accompanying the infil- 
tration of the gland by a new growth. For the 
most part the pain is localized in the epigas- 
trium, however the right upper quadrant shares 
this location of pancreatic pain. The pain is of 
a deep burning character and not relieved by 
large doses of morphine, or it may be described 
by the patient as cramp-like. 

Jaundice will be a late symptom. If seen 
early the very light shade of icterus is not 
readily distinguished from a hemolytic jaun- 
dice. As the tumefaction progresses in the pan- 
creas, the depth of the skin discoloration is 
adequately described as bronzing. All jaundice 
is accompanied by skin stimulation. Pancreatic 
jaundice is no different. In the late stages 
pruritis is intense. 

A disturbance in the digestion of fats and 
carbohydrates may be accurately determined by 
the amount of lipase or amylase in the blood. 
The proteids or nitrogen content of the blood 
is more complex. Quieck’s hippuric acid test 
for liver function, or the non-protein nitrogen 
found in the blood, will aid materially in de- 
termining some of the breakdowns of proteins. 
A more ultra-seientific method of their analysis 
has been brought forth by Tiselius in his elee- 
trophoretie reaction of proteins. 

The pancreas is the principal factor in the 
alteration of all food substances, by aid of 
various catalyzers, such as the acid of the 
stomach and the bile of the liver. Consequently 
in a thorough survey of any abnormalities of 
digestion, the pathology of the pancreas must 
not be overlooked, especially in the presence 
of any upper abdominal disease. 


A contrasting feature of sarcoma to carcino- 
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ma, is the rapid growth of the sarcomatous 
tumor. True we have no control factors to veri- 
fy this rule of growth, and this may be only 
an impression. However only a cyst of the pan- 
creas seems to compete with a sarcoma in rate 
of growth in my experience. The smooth outline 
of the former should aid in differentiating the 
cyst from the more nodular tumor. 

In one of the cases here reported, the tumor 
reached a size of 15 pounds. These tumors fill 
the epigastrium and are frequently thought 
to be in the liver. 

The presence of (1) an upper abdominal tu- 
mor, a disturbance of (2) the sugar, or, (3) 
calcium levels in the blood, alteration in (4) 
fat and (5) starch ferments, and possible (6) 
nitrogen imbalance, also (7) a high red blood 
cell count, and (8) hemoglobin estimation with 
(9) an abnormally high leucocyte count above 
that usually found in malignancy, accompanied 
by (10) obstinate vomiting, make a complete 
syndrome of pancreatic symptoms. 

One case of sarcoma of the pancreas died in 
tetany with a very low blood calcium. Also one 
suffered from diabetes. Blood counts are seldom 
low, and the white count is unusually high for 
malignaney, ranging around 20,000 leucocytes. 

There is generally speaking, great emacia- 
tion of the body, which viewed from the high 
red cell count, and high hemoglobin estimation, 
is due most probably to blood concentration 
from dehydration, but when considered from a 
clinical angle, undoubtedly has something in 
common with a loss of the subeutaneous fat of 
the body. 

It is further noted that a low blood sugar 
is generally present, 75 mg—100 mg. being nor- 
mal. 

Recently a report of a small number of cases 
of tetany accompanying pancreatitis with hem- 
orrhage, has been made by Dr. Hugh Edmond- 
son. This small series of cases has demonstrated 
that the fat necrosis accompanying acute pan- 
creatitis liberates sufficient fatty acids and 
probably ferments — lipase — to absorb the 
alkaline bases from the blood — ealeium, so- 
dium, and potassium. When the calcium level 
of the blood falls to 6 mg. per 100 ec., muscle 
cramps and tetany begin. In one case here re- 
ported a tetany preceded death. It is interest- 
ing to note that here we have a disturbance of 
the calcium in the blood due to increased lipase 
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and fatty acids, without a disturbance of the 
parathyroid glands. Clinicians have long noted 
the spasm of the muscles in the epigastrium, 
even in the absence of pain, in upper abdominal 
disease — a localized tetany. 

That an increase or decrease of the insulin 
in the blood may be affected by pancreatic 
tumor, is suggested by the fluctuation in the 
sugar level in the blood in pancreatic dis- 
turbances. On the other hand emaciation of the 
body is a significant symptom of hyper insulin 
or hypo glycemia. 

AUTOPSY FINDINGS 

The following autopsy protocols are here 
presented : 

(Case No. 1) Sarcoma of Pancreas. Patient 
No. 284-520. V. L. M. age 47, female, white, 
widowed, occupation not recorded. Admitted to 
hospital February 9, 1939. Died February 9, 
1939. 

SUMMARY OF CLINICAL HISTORY: 

Chronie alcoholic with abstinence for two 
years. One month ago began to notice dark urine 
and light stools. Jaundice for past two weeks. 
Vomiting and fever for one week, with iteh- 
ing of skin for past five days. 

Physical Examination: Temp. 101; Pulse 144; 
Resp. 24; B. P. 170/95. Patient well developed 
and well nourished. Jaundiced, nervous, tonic 
contractions of hands, arms and feet (carpo 
pedal spasm). Pinpoint pupils. Jaws stiff. 
Chest clear. Abdomen spastic with tenderness 
on left. 

Laboratory: Ca. 7; NPN 68; Creat. 10; van 
den Bergh 6.3 direct; Iet. Index 64. 

Progress: Patient became comatose 4 hours 
after admission, and died 1 hour later. 

AUTOPSY FINDINGS: 

External: No abnormalities except small 
amount of edema of both lower extremities. 

C. N. 8. and Skull not examined 
C. V. System: Pericardial sac contains 10 ee. 
clear yellow fluid. Moderate degree arterios- 
clerosis noted in aortic, mitral and pulmonic 
leaflets. Aorta and medium sized arteries show 
a mild degree of atheromatous degeneration. 

Respiratory System: Lungs present hemorr- 
hagie dark purple mottled appearance. On pal- 
pation they are crepitant throughout. Gener- 
alized hemorrhagic appearance in both lungs. 
They appear ragged-like and drip blood stained 
frothy material. Tracheobronchial lymph nodes 
show moderate enlargement. They are black 
and moderately free on palpation. 

Digestive System: Mesentery of large and 
small bowel is slightly edematous. Numerous 
palpable firm nodules throughout. Peritoneum 
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overlying kidney and area surrounding body 
and tail of pancreas invaded by firm white 
confluent tumor. Mucosal surface of jejunum 
on section shows confluent tumor. Descending 
colon is firmly attached and partially sur- 
rounded by tumor mass. Head of pancreas is 
firm, hard, and surrounded by large, irregular, 
nodular tumor mass, which occludes the com- 
mon duct and extends up to and including the 
cystic normal lobular architecture of the pan- 
creas can be seen, and in several areas this is 
invaded and replaced by tumor. 

Hepatic System: Liver is attached to dia- 
phragm by numerous avascular adhesions. Liver 
is green-red in color and firm. Bile duets are 
distended and show evidence of extravasation 
of bile into the liver and is moderately econ- 
gested. Gallbladder markedly distended, and 
contains approximately 50-60 ¢.c. dark green mu- 
coid material. Marked constriction at junction 
of both hepatic and that part of common duct 
surrounded by tumor. The lumen at these points 
is approximately Imm. in diameter. Moderate 
dilatation of both hepaties above point of con- 
striction. Some dilatation within liver sub- 
stance. Portal system grossly normal. 

Npleen: Moderate degree of accentuation of 
trabeculae. Retroperitoneal lymph nodes are in- 
vaded and surrounded by tumor. There is a 
small tumor mass extending from the pelvis 
upward within the retroperitoneal space to a 
tumor mass which surrounds the kidney and 
suprarenal. Neither of these organs appears in- 
vaded. 

Urinary Tract: Left kidney is completely 
surrounded by firm white irregular, nodular, 
infiltrating tumor, approximately 4 ems. thick 
in all directions. Tumor extends upward to 
lower attachment of the diaphragm. Tumor 
encloses the left ureter in its mid-portion. Simi- 
lar mass but not as large, on right side. Urinary 
bladder contains approximately 10 ce of brown 
turbid fluid. Mucosa is moderately injected. 

Genital System: There are scattered about the 
os several white firm nodules which invade the 
cervix. Uterus slightly enlarged with white 
nodule extending from the fundus on the left. 
Numerous avascular adhesions from both tubes 
to their ovaries. On section ovaries contain sev- 
eral clear fluid cysts and left ovary contains 
numerous Imm white, firm masses. 

Endocrine System: Pituitary and thymus are 
not examined. Suprarenal on the left complete- 
ly surrounded by tumor mass. Apparently gland 
not invaded. No other abnormalities. 

Skeletal and Muscular Systems: No metas- 
tases to the vertebrae noted. 

ANATOMICAL DIAGNOSIS: 

Retroperitoneal lymphosarcoma, reticulum 
cell type with metastases to: pancreas, peri- 
toneum, jejunum, ovary. 
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Hydronephrosis, bilateral. 
Atherosclerosis, generalized. 
Chronic cholecystitis. 
Chronie salpingitis. 
Nabothian cysts. 
Fibromyomata uteri. 
Chronie alcoholism (clinical). 
Essential hypertension. 
Ovarian cysts, retention. 
Cardiac hypertrophy, L. V. 
Uremia. 

Jaundice. 

Tumor obstruction of bile ducts. 
Tetany (alkalosis). 


CAUSE OF DEATH (AUTOPSY): 

Retroperitoneal reticulum cell lymphosarcoma 
with metastases. 

Contributary: Chronie alcoholism, bilateral 
hydronephrosis. 

CAUSE OF DEATH (OFFICIAL). 

Same. 

(Case No. II.) Sarcoma of Pancreas. Patient 
No. 439-057. J. A. S. age 85, male, white, 
widowed, occupation not recorded. Admitted 
to hospital June 14, 1935. Died June 20, 1935. 


SUMMARY OF CLINICAL HISTORY: 

Past health good. Loss of weight for two 
months. Complained of nausea for several 
months, with vomiting past two weeks. Jaun- 
dice past two weeks. Jaundice for 4 weeks. Day 
before entering hospital had excruciating pain 
upper abdomen which lasted for several hours. 

Physical Examination: Temp. 99.8; Pulse 60; 
Resp. 22: B. P. 120/80. Abdomen extended 
throughout, marked tenderness. Mass felt in 
upper abdomen which is firm, smooth and very 
tender. 

Laboratory: Blood Wasserman — negative. 

Progress: Downhill course with frequent M. 
S. for pain. Died 6 days after admission. 


AUTOPSY FINDINGS: 
(Autopsy Limited to Abdomen) 

External: No abnormalities except jaundice 
and tumor in abdomen. 

Peritoneum and Digestive System: Periton- 
eum over upper abdominal viscera contains 
small metastatic nodule. Peritoneal cavity con- 
tains about 300ce thick bloody fluid. Pylorus 
and fundal portions markedly thickened. Num- 
ber of adhesions involving anterior surface of 
stomach. Nodular mass extends inferior from 
anterior surface of stomach. Duodenum presents 
perforation, possibly post mortem. Gastrohepa- 
tic omentum densely infiltrated with tumor 
tissue. Bowel content has typical illuminous 
sheen characteristic of pancreatic stool. 

Hepatic System: Surface of liver slightly 
nodular. Section reveals accentuated lobular 
markings are stained dark green in color. Sev- 
eral yellow-white irregular nodules of firm tis- 
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sues are noted throughout the parenchyma, one 

being located at the hilus of the liver. Gallblad- 

der and common duct (bile) are dilated. 
Skeletal System: No gross abnormalities. 


ANATOMICAL DIAGNOSIS: 


Retroperitoneal tumor. 

Infiltration of pancreas and stomach. 

Infiltration of lymph nodes, gastrohepatic 
omentum. 

Infiltration of liver. 

Atherosclerosis of aorta, superior mesenteric, 
ete. 

PROBABLE CAUSE OF DEATH 


Retroperitoneal reticulum cell lymphosar- 
coma with infiltration of stomach and pancreas. 
Perforated duodenal uleer. 


OFFICIAL CAUSE OF DEATH: 

Same. 

(Case No. III.) Cyst of Pancreas—Sarcoma. 
Patient No. 525-386. White, male, 42, married, 
auto serviceman. Admitted to hospital August 
9, 1937. Operated August 14, 1937 (removal 
pancreatic cyst). Left hospital September 23, 
1937. 

Readmitted January 7, 1938. Died January 
10, 1938. 


SUMMARY OF CLINICAL HISTORY: 


Patient first entered hospital August 9, 1937 
complaining of rapidly growing epigastric 
mass. Following workup was surgically explored 
August 14th and large cystic mass was aspirat- 
ed and biopsied. Laboratory reported fibrosar- 
coma of low grade malignancy. Patient con- 
tinued to have some drainage, but general con- 
dition improved until 1 week prior to re- 
turn, when he developed fecal drainage. Two 
days prior to admission he developed cramping 
lower abdominal pain, nausea and vomiting. 
Gives history of recent RX for lues. 

Physical Examination: Temp. 100; Pulse 
110; Resp. 20; B. P. 130/90. Emaciated, acute- 
ly ill. E. N. T. negative. Heart negative. Lungs 
clear. Abdomen distended. Generalized pressure 
and rebound tenderness. No rigidity. 

Laboratory: Blood WBC 26,000; Polys 94; 
L. 6; no evidence of blood dyscrasia. Wasser- 
man negative. Spinal fluid: sugar 72 mgs. per 
100ee of spinal fluid. NACL—722 mgs. per 
100ce of spinal fluid. Total protein .0674 gms. 
per 100ce of spinal fluid. Urine negative. Tis- 
sue from pancreatic cyst; diagnosed as fibro- 
sarcoma of low grade malignancy. X-ray of ab- 
domen shows abdominal density, borders not 
clearly delineated. Origin of mass radiographi- 
cally undetermined. Pyelography — no abnor- 
mality. 

Progress: Patient diagnosed inoperable. Pal- 
liation only given. Condition gradually more 
eritical and patient died 3 days following ad- 
mission. 
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AUTOPSY FINDINGS: 

External Abdomen greatly distended with 
midline draining sinus. Otherwise no gross ab- 
normalities. 

Skull and Central Nervous System: No gross 
abnormalities. 

Neck Organs: Not examined. 

C. V. System: Position of heart normal. Slight 
increase in external fat. Chambers moderately 
dilated and entire heart is very flabby. No ab- 
normalities in valves except mitral. One large 
vegetation measuring about lee in diameter 
on the left leaflet. The endocardium of left 
auricle is opaque and moderately thickened. A 
few small diffuse atheromatous plaques in the 
aorta. Very little peripheral sclerosis. 

Respiratory System: No gross abnormalities 
except both lower lobes are dark reddish blue 
in color, much firmer than normal and some- 
what nodular. Cut surface is very moist and 
presents areas of consolidation. 

Digestive System: Peritoneum throughout is 
thick and rough. There are about 1000cc of 
cloudy fluid in the peritoneal cavity, which is 
foul. Along the greater curvature of the fundus 
of the stomach there is a sinus measuring 5mm. 
in diameter which leads into the tumor which 
will be described. Pancreas is of normal size 
and gross appearance. In the gastrocolic omen- 
tum there is a very large tumor mass which 
weighs 15 lbs. Stomach is adherent along the 
upper margin and the above described sinus 
leads into the tumor. The transverse colon is 
otherwise essentially free in the abdomen. Cut 
surface of tumor shows it to be solid except 
for the numerous sinuses through the central 
portion which communicates with the sinus in 
the stomach and with the sinus through the skin. 
There is considerable hemorrhage into the tu- 
mor. The distal two feet of the ileum are com- 
pletely gangrenous. The intestine proximal to 
this point is very much dilated. The main artery 
leading to the gangrenous area is found to be 
occluded by an organized thrombus. Appendix, 
large bowel, and rectum are not abnormal. 

Hepatic System: Liver weighs 2600 grams. 
It is pushed up by the large abdominal tumor. 
Its external surface is a yellowish gray in color. 
Cut surface reveals no particular abnormali- 
ties. Gall bladder, cystic hepatic and common 
ducts are normal. 

Spleen and Lymphatic System: Spleen weighs 
185 grams. It is smooth and quite flabby. 
Cut surface is darker and more pulpy than 
normal. No intra-abdominal lymphadenopathy 
or tumor masses ean be found. 

Urinary System: Kidneys somewhat more 
flabby than usual. Quite pale. Over the lower 
lobe of left kidney there is extensive subcap- 
sular hemorrhage. On cut surface there are 
numerous firm gray infected areas in the left 
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kidney. Cut surfaces on the right kidney are 
not abnormal. Cortex is of normal thickness. 
Pelves, ureters, bladder, normal. 

Genital System: No gross abnormalities. 

Endocrine System: No gross abnormalities. 

Skeletal System: No gross abnormalities. 

ANATOMICAL DIAGNOSIS: 

Fibromysarcoma, gastrocolic omentum. 

Fistula, gastric, through tumor to skin. 

Embolism and thrombosis, main branch of 
superior mesenteric artery. 

Gangrene of bowel with generalized peri- 
tonitis. 

Endocarditis, mitral, acute. 

Infraction, renal, left, multiple. 

Bronchopneumonia. 

Edema, pulmonary. 

CAUSE OF DEATH: (Autopsy) 

Fibromysarcoma of omentum; gangrene of 
bowel with generalized peritonitis. Acute en- 
docarditis. 

Contributory: Bronchopneumonia. 

CAUSE OF DEATH (OFFICIAL): 

Same. 

(Case No. IV.) Sarcoma of Pancreas. Patient 
No. 257-402. D. D. age 53, male, white, married, 
chiropractor. Admitted to hospital December 
22, 1932. Left hospital December 30, 1932 (with- 
out consent). 

Readmitted February 24, 1933. Died March 
5, 1933. 

SUMMARY OF CLINICAL HISTORY: 

Patient entered hospital with history of being 
well until 4 months ago, when he began to lose 
his appetite, which has been progressive. Has 
lost 45 lbs. in weight. Has has occasional at- 
tacks of epigastric uneasiness and eructation. 
February 24 re-entered hospital with history 
of loss of weight, loss of appetite, diarrhea 
and dribbling of urine, for 4 months. 

Physical Examination: Not acutely ill ap- 
parently. Abdomen distended. Nodular mass 
palpable in R. U. Q. Bladder enlarged to 1 inch 
below umbilicus. Definite anemia. 

Laboratory: Wasserman negative. R. B. C.— 
2,940,000. W. B. C. — 22,550. Hb—42; P.M.N. 
85; Lym. -13; X-ray of stomach -30 with 6- 
hour gastric residue. Duodenal cap well filled 
and regular. No definite evidence of organic 
disturbance. 6-hour retention would appear to 
be functional. Urinalysis—S. G. 1.008; React.— 
A 1; Alb. plus; Sugar, 0. 

Progress: Patient complained of great deal 
of pain all over body and was given M. §S. for 
palliation. Gradual decline until death. Temp. 
104 at time of death. Probably beginning pneu- 
monia. 

AUTOPSY FINDINGS: 

External: No abnormalities except small 
white tumor nodules scattered over the omen- 
tum and the peritoneal surface. 
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C. V. System: Heart valves normal. Myocar- 
dium very pale and coronary arteries show 
atherosclerosis throughout, but no areas of oc- 
clusion. Marked atherosclerotic change of en- 
tire aorta. 

Respiratory System: No abnormalities of 
pleural cavities. Both lungs show passive con- 
gestion and edema throughout with early con- 
fluent bronchopneumonia. 

Hepatic System: Liver weighs 3100 grams. 
Over surface of liver are many semi-fluctuant 
areas measuring 4-5 em. in diameter. Few 
small areas of solid tumor. Practically the en- 
tire left lobe of the liver is invaded by a tumor 
mass from the posterior surface. This mass 
measures 21x17x8 em. Section through this mass 
shows it to consist of nodules from 3 - 5 em. 
having soft mushy centers, some having a red 
color, but greater portion of white color. The 
portion of liver not involved by the tumor 
appears to be normal. Biliary passages are 
patent. Common duct not constricted by tumor. 
Gallbladder not abnormal. 

Digestive 
dilated and 


very markedly 
anterior to this 


System: Stomach 
lies inferior and 


mass which is adherent to its lesser curvature. 
A sloughing mass 5 em. on lesser curvature 
was found. This involves area of the pyloric 
sphincter so that part of the mass is in the 


stomach and part in the duodenum. The duo- 
denum cireles about this mass on its right side 
and is adherent to it. The remainder of the 
G. I. traet is normal. 

Pancreas: Is on posterior aspect of this tumor 
mass. It is very difficult to say whether the 
tumor invaded the pancreas, or arises from it. 

Spleen: Weighs 140 grams. Cut surface has 
light red and meaty appearance. 

Nuprarenals: Normal. 

-Urinary: Kidneys show no 
Bladder distended with urine. The mucosa is 
black-red in color and bladder wall consider- 
ably thickened. Prostate shows no gross ab- 
normalities. 

PROBABLE CAUSE 

Carcinoma of stomach 
point of origin uncertain. 

Contributory: Hepatic metastases. Broneho- 
pneumonia. 

CAUSE OF DEATH: (Official) 

Malignant tumor involving pancreas and 
stomach; classification and primary site not 
final. 

Contributory: Hepatic metastases. 
pneumonia. 

(Case No. V.) Metatastic melano Sarcoma 
of Pancreas. Patient No. 636-788. I. S. age 
61, male, white, married, efficiency man. 

Admitted November 16, 1938. Died Decem- 
ber 11, 1938. 


abnormalities. 


OF 
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SUMMARY OF CLINICAL HISTORY: 

A known diabetic under insulin therapy for 
many years. Has also had a lot of trouble with 
right eye. Eye condition diagnosed as glaucoma. 
Three months previous had thorough ophthal- 
mologic examination and again diagnosed as 
glaucoma. For past year not feeling well, suf- 
fering fatigue, malaise, loss of 30 Ibs. weight. 
oceasional night sweats, and vague pains in 
right chest. Chief complaint on entry was 
marked weakness. No cough or hemoptysis but 
in the past few months had some stomach 
trouble. 

Physical Examination: Elderly, pale, ema- 
ciated and weak, 61 year old man, in no acute 
distress. Temp. 96.4; P. 96; Resp. 24; B. P. 
120/60; chest emaciated with bilateral inter- 
costal retraction on respiration. Increased tac- 
tile fremitus on right superiorly. Decreased 
resonance over both bases and entire left side, 
also both apices. Breath sounds decreased on 
left and increased on right. Many moist rales 
throughout lungs. Liver palpable four finger- 
breadths below right costal margin. Marked 
clubbing of fingers. 

Laboratory: Blood — no record. Urine—Alb. 
2 plus; no sugar or acetone. Few white cells 
and casts. Sedimentation rate 27 mm. X-ray of 
chest — findings consistent with massive pleu- 
ral effusion on left. Pulmonary carcinoma and 
TBC to be ruled out. 

Progress: Patient became sicker and weaker. 
Drowsy much of time and with steadily falling 
appetite. Became unconscious and died De- 
cember 11th. 

AUTOPSY FINDINGS: 

External: Seattered over the chest and ab- 
domen and particularly over the scalp, are 
several small blue-black raised nevi. Right pupil 
is larger than the left. A rather dark ulcerated 
area in the dorsum of the left great toe. Chest 
markedly emphysematous. Smooth bulging mass 
in lower abdomen. 

C. N. 8S. and Skull and Neck Organs: Not 
examined. 

C. V. System: Pericardium studded on outer 
aspect with small bluish-black tumor nodules 
from 1 to 10 mm in diameter. Pericardial sac 
contains approximately 30 ce of clear yellow- 
ish brown fluid. Heart normal in size and shape 
and position. 

All chambers mildly dilated. Endocardium of 
left ventricle shows dark brown nodules of 
tumor tissue. Coronary arteries are very tor- 
tuous and show considerable atheromatous 
degeneration, the walls being thick and rigid, 
although not calcified. Aorta shows consider- 
able extent of atherosclerosis. Just above the 
bifureation there is extensive ulceration with 
some thrombus formation. Above orifice of right 
coronary artery is small ulceration. Medium 
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sized arteries show a moderate degree of 
sclerosis. 

Respiratory System: Visceral and respiratory 
pleura covered with bluish-black tumor tissue 
of varying sizes. Many broad tough bands of 
adhesions between visceral and parietal pleura. 
1 liter of dark brown clear fluid, left pleural 
cavity and 300 ce in right. On palpation a large 
firm irregular tumor can be felt through both 
lungs. Most of tumor tissue is pigmented, al- 
though some is not. Many nodules broken down 
and necrotic. Most of bronchi filled with pure 
pus. Mucosal lining of tracheobronchial tree is 
red and inflamed. In places bronchi presses 
on nodules, causing stenosis. All of tracheo- 
bronchial lymph nodes are enlarged, firm and 
extensively involved by malignant metastases. 

Digestive System: The peritoneum is covered 
with blue-black tumor nodules described above 
in pleura. Omentum is particularly attacked 
by the process so that it is almost replaced by 
the tumor mass. Many loops of bowel are ad- 
herent together and to other organs. The blad- 
der is greatly distended and tightly adherent 
to the abdominal wall, and external surface is 
covered with same type of tumor nodules. 


Mueosa of the stomach, jejunum, ileum colon 
and sigmoid, all show tumor nodules. The pan- 


creas is rather atrophic and on section sev- 
eral small black tumor nodules can be seen. 
These are more abundant in the head of the 
panereas. Aside from these nodules the lobular 
panereatie architecture appears normal. 

Hepatic System: Liver moderately enlarged. 
Surface covered with raised black metastatic 
nodules. On section liver found to be filled 
with same type of tumors. Many of tumors 
found to be necrotic. Gallbladder is quite large 
and distended with a greenish black viscid 
bile. Tumor nodules on surface of gall bladder, 
and extending to include mucosal surface. Por- 
tal system appears normal. 

Spleen: Shows metastatic nodules described 
above. Practically all lymph nodes in abdominal 
and thoracic cavities show evidence of metas- 
tases. Other lymph nodes not examined. 

Urinary Tract: Capsule of kidneys thick, 
tough, fibrous. Perirenal fat as well as medul- 
lary portion of each kidney shows black metas- 
tatic tumor nodules. Mucosal surface of urinary 
bladder shows small dark brown nodules of 
metastiec tumor. No evidence of cystitis. 

Genital System: The seminal vesicles and 
vasa deferentia are quite dilated with a thin 
brownish fluid. 

Endocrine System: Both suprarenal are con- 
siderably enlarged. Cortex is found to be ex- 
tensively infiltrated and on the left almost re- 
placed by dark black tumor tissue. Pituitary, 
thyroid, parathyroids, and thymus not ex- 
amined. 
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Skeletal and Muscular Systems: Almost com- 
plete replacement of marrow of ribs with mel- 
anomatous tissue. The entire vertebral column 
invaded extensively, also bone marrow of femur. 

ANATOMICAL DIAGNOSIS : 

Melanoma, malignant, primary site undeter- 
mined. Metastie to lungs, liver, spleen, bone 
marrow, pericardium and endocardium, kid- 
neys, stomach, intestines, skin, peritoneum and 
omentum, adrenals, lymph glands, gall bladder, 
urinary bladder, pancreas. 

Arteriosclerosis generalized. 

Diabetes mellitus (clinical). 

Bronchitis, acute, purulent. 

Glaucoma (clinical). 

CAUSE OF DEATH (AUTOPSY): 

Malignant melanoma with generalized metas- 
tases. 

Contributary: Diabetes mellitus. 

CAUSE OF DEATH (OFFICIAL): 

Same. 

(Case No. VI.) Metastatic Sarcoma, Rib. Pa- 
tient No. 550-183. H. C. W. Age 53, male, white, 
married, gold miner. 

Admitted to hospital April 19, 1937. Operat- 
ed May 17, 1937. Laparotomy and biopsy liver. 
Left hospital June 5, 1937. 

Readmitted to hospital June 15, 1937. Died 
June 16, 1937. 

SUMMARY OF CLINICAL HISTORY: 

Patient entered hospital first time April 19, 
1937 with complaints of dysphagia and pain 
in right upper quadrant of two to four months’ 
duration. Abdomen explored a month after en- 
try, and no definite pathology save a large 
liver, discovered. Three weeks after surgery 
was discharged. After two weeks at home was 
brought back to hospital in state of shock. 

Physical examination: Moribund, emaciated 
male in shock. Heart regular, tones faint. Blood 
pressure not obtainable. Lungs — dullness en- 
tire right, with diminished breath sounds, rales 
throughout both lung fields. Abdomen distend- 
ed. Liver large, firm, lower border below um- 
bilicus. 

Laboratory: Blood: red cells 5,500,000; white 
cells 20,630; polys. 78; blood sugar 87. Biopsy 
of liver showed no cirrhosis. Biopsy of nodule 
near 10th rib on left side, diagnosed as sar- 
coma. X-ray stomach and colon negative. X-ray 
abdomen: right upper half of abdomen opaque. 

Progress: Temperature, pulse, respiration 
became stertorous; patient incontinent and in- 
voluntary and expired about 12 hours after ad- 
mission. 

AUTOPSY FINDINGS: 

External: Marked distension of abdomen, 
otherwise nothing abnormal grossly except 
edema — right lower extremity. 

Skull and Central Nervous System: No gross 
pathology. 
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Neck Organs: Not examined. 

C. V. System: Pericardial sac contains about 
40 ec. clear amber fluid. Heart shows moderate 
amount edema on epicardial surface. Chambers, 
valves and septa appear grossly normal, as do 
coronary arteries and myocardium. Aorta 
shows moderate amount atherosclerosis which 
is most prominent in region of arch, and proxi- 
mal to the bifurcation. Inferior vena cava and 
common iliac veins present thrombosed struc- 
tures which practically occlude lumina for dis- 
tance of about 5 cm. 

Entire heart and mediastinum have been 
shifted approximately 2 - 3 em. to left. 

Respiratory: Left lung lies freely in a pleural 
cavity which contains about 800 ee. sero-sangui- 
neous fluid. Parietal and visceral pleura of left 
thorax show multiple small nodules similar to 
metastatic tumor. Lung freely crepitant to pal- 
pation and on section presents few 1 cm. gray 
tumor like nodules. Right lung is somewhat ad- 
herent in isolated areas to its thoracic cavity 
which contains approximately 2,000 ee. bloody 
fluid. This lung shows marked atelectasis. 
Bronchioles of left lung surrounded by gray 
firm tumor-like tissue. Corresponding lymph 
nodes all enlarged and on section present evi- 
dence of tumor tissue. Pulmonary arteries show 
small amount thrombosed material. 

Digestive System: Entire peritoneal surface 
shows marked evidence of metastatic tumor 
most prominent in apposition to the lymph 
nodes. Stomach firmly adherent along its les- 
ser curvature to large tumor involvement of 
gastric-hepatic omentum. Small and large in- 
testine shows multiple small metastatic nodules, 
as does greater omentum. Pancreas average 
size and head is involved in tumor mass of 
gastro-hepatic region. The greater mass of this 
tumor tissue measures approximately 10 em. 
On section presents buff-yellow color with no 
evidence of necrosis. 

Hepatic: Liver weighs 3700 grams, is firmly 
adherent to diaphragm over greater portion of 
tumor. The anterolateral margins of liver are 
brown-red and present several nodules of me- 
tastatic-like tumor tissue which is continuous 
with the gastro-hepatic mass previously de- 
seribed. On section the greater portion of the 
liver is involved in a tumor mass which meas- 
ures 15x18 em. in various directions. This mass 
is similar to that of the gastro-hepatic omentum 
and shows minimal evidence of necrosis. Gall 
bladder contains about 30 ee of dark fluid. 
Bladder wall, extra-hepatie biliary ducts and 
portal system no gross abnormalities. 

Spleen: Weighs 260 grams. On section con- 
tains one tumor nodule measuring 1 em. Lymph 
nodes of inguinal, periaortic, gastro-hepatie and 
mediastinal regions are all enlarged and on 
section show evidence of tumor tissue. The 
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tumor 1 em over axillary line 10th rib left 
side thorax. 

Urinary: Kidneys: parenchyma appears 
grossly normal in structure, a few ¢ mm tumor 
nodules found in each kidney. Pelves and 
ureters grossly normal. 

Genitalia: Grossly normal. 

Endocrine: Pituitary small and firm. Thyroid 
not palpable. Suprarenals both enlarged to 
about twice normal size, and on section show 
tumor nodules. 

Skeletal: 4th and 5th lumbar and 3rd and 
4th thoracic vertebrae show evidence of tumor 
involvement. 

ANATOMIC DIAGNOSIS: 

Carcinoma of liver. 

Metastases to lungs, pleura, lymph glands, 
spleen, omentum, peritoneum, kidneys. 

Hydrothorax, bilateral. 

Atelectasis, right lung. 

Thrombosis of inferior vena cava and com- 
mon iliac veins. 

Embolism of pulmonary artery. 

CAUSE OF DEATH (AUTOPSY) : 

Carcinoma of liver with generalized metas- 
tases. 

Contributory: Hydrothorax and ascites. 

CAUSE OF DEATH (OFFICIAL) : 

Same. 

(Case No. VII.) Sareoma of Left Inguinal 
Lymph Node. Patient No. 636-344—15840. W. 
P. White, male, 54, married, ‘‘grip.’’ 

Admitted December 1, 1938. Operated De- 
cember 7, 1938. Cholecysteduodenostomy for 
carcinoma (?) head of pancreas. Mass irremov- 
able, but confined to head and % body. No 
biopsy. Experience from hemorrhage bad. 

SUMMARY OF CLINICAL HISTORY: 

July 1938: complained of pain 6 weeks be- 
fore admission. 

September Ist: stopped work. Pain low right 
back. Diarrhoea. No vomiting. Jaundice to 
bronzing degree. 

December 7th: surgery as above. Following 
the jaundice cleared. 

January 4th, 1939: deep X-ray: 1,000,000 
volts on pancreas. 

Patient returned to work as a ‘‘grip.’’ 

June 1, 1939: low back pain began. 

August 19th: lymph node in left groin, free- 
ly movable and encapsulated, was removed. Dr. 
J. W. Budd diagnosed Reticulum cell Sarcoma. 

Gross Description: ‘‘This specimen consists 
of an encapsulated nodule 5x2.2x1.9 em in dia- 
meter, removed from left groin. Cut sections 
show very cellular somewhat opaque-gray tissue 
with faint opaque-yellow mottling in central 
part of the mass. Frozen sections show the 
structure of a reticulum cell sarcoma.”’ 

Microscopic Description: ‘‘Sections of the 
nodule show complete replacement of the 
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normal architecture by rapidly growing neo- 
plastic tissue. Many of the cells are large and 
have clear cytoplasm and large pale staining 
multiform nuclei. In parts of the tumor the 
stroma is very inconspicuous. In other places 
there are more prominent interlacing fibrous 
bands. ’’ 

Diagnosis: ‘‘ Reticulum cell sarcoma metas- 
tatie to inguinal lymph node.’’ J. W. Budd. 

Radium applied to groin relieved pain which 
was intense. 

August 21, 1939: G. I. Study was negative. 

October 6, 1939: Fluoroscope picked up mass 
n mediastinum and a Ghon tubercle, left up- 
per lobe. 

April 29, 1940: Patient appeared in person 
m surgical program with me. Then followed 
raying by Smith, Davis and Emery, individual- 
ly, and finally a radium pack. The patient 
felt unable to continue more treatment on ac- 
‘ount of reaction which he dreaded and suf- 
fered from. 

November 20, 1940: Patient died. 

AUTOPSY FINDINGS: (KOSKY) 

Emaciated male, 56 years. No external except 
ancient right rectus sear. 

Heart and great vessels, no marked gross 
pathology. Fatty and plaques plus one. 

Lungs, bilateral hydro thorax and metastases 
over pleura and mediastinum. 

Liver, one metastases — 6 cm subserous. 

Cholecystodenostomy 5 em in diameter and 
funetioning and no metastases in abdomen, 
stomach, intestines and spleen. 

New growth in pancreas compresses left kid- 
ney — note surgical origin (head of pancreas). 

Adrenals not involved. 

Bones, skull and C. N. 8. not examined. 

Microscopie diagnosis head of panereas— 
marked fibroses with scattered atypical islands 
of epithelium sometimes arranged. 

ANATOMICAL DIAGNOSIS: 

1. Carcinoma of head of pancreas with 
regional metastases and metastasis to pleura and 
liver. 

2. Previous well functioning surgical chole- 
cystoduodenostomy. 

3. Moderate cachexia. 

COMMENT 

These seven cases of sarcoma cover a wide 
field, any one of which is a study in itself. The 
last two cases reported were diagnosed Reticu- 
lum cell Sarcoma from biopsies — one of a 
rib, and the other from an inguinal lymph 
node of what was thought to be a metastatic 
growth. The last case reported is remarkable 
for the length of time he lived — nearly two 
years following surgery. Also for the inten- 


sity of the pain he suffered. 
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I have noted a terminal reaction which has 
not been called to the attention of surgeons 
generally. That is, the frequent occurrence of 
metastases to the lungs, particularly after X- 
ray treatment. In the last case a minimal metas- 
tases 5mm on the surface of the liver with a 
maximum involvement of the 
noted. 


pleura, was 

As the tumor mass encroaches upon the extra 
hepatic bile ducts, the condition of the gall 
bladder becomes a large factor in the surgery 
of pancreatic tumors, or inflammations, of the 
head of pancreas. The common duct passes 
through the head of the pancreas in 90 per 
cent of the bodies examined. Of necessity there 
should be jaundice, increase in the size of the 
liver, and distension of the gall bladder. Per- 
haps all distended gall bladders should be 
anastomosed to the duodenum. At least Nature 
has routed the flow of bile free from the pan- 
creas in 10 per cent of the human race, and an 
operation to eliminate the obstructed flow of 
bile, may be an early palliative procedure, until 
the patient’s condition warrants a more radi- 
cal intervention — if one can be devised — such 
as Whipple’s re-section of the head of the 
pancreas. 

Increased temperature can only be caused by 
activity. The death, 
which could be provoked by a tumor in the 


chemical so-called liver 
head of the pancreas obstructing the common 
bile duct, might also originate from obstruction 
or compression of the arterial supply to the 
liver, either directly on the arterial trunks, 
or on its peripheral distribution by back pres- 
sure. Obstruction of pancreatic duct or acini, 
produced one cyst and is also a frequent cause 
of stone formation in the ducts. 

With a change in the hydrogen ion concen- 
tration, anything may happen. Lester King, 
writing on vital staining of the connective 
tissue, noted that the thalmus was stained a 
deep red by the dye used — phenol red. This 
dye is pale yellow below 6.8 ph. and distinetly 
red above 8.6 ph. He also noted many canary 
yellow spots in the body, viscera and muscles, 
as well as areas which were distinctly red. 
These areas were not limited by anatomical 
structures. Evidently the hydrogen ion con- 
centration is not constant in the body, and 
varies widely. There are of course, the changes 
within the pancreas itself, three master fer- 
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ments, and one internal secretion. As an il- 
lustration of the rapid chemical change which 
takes place, certain experiments with insulin, 
to determine its fat regulating effect on the 
liver, revealed that lecithin would produce a 
similar reaction, and that the basic substance 
in lecithin is choline, and that the fat deposit 
in a liver could be controlled in experimental 
animals at will, by choline. 

The aldehyde of choline is muscarine, which 
is the active principle o* toad-stool poisoning. 
The most conspicuous symptom of this poison 
is vomiting, even to the point of apoplexy. 

Observing the fat accumulated on the surface 
of blood drawn for transfusion when the donor 
has taken food shortly before bleeding, one is 
convinced that some chemical control of fat 
metabolism must exist. 

Having exhausted surgery and chemistry, we 
turn first or last, to X-ray. After 20 minutes 
of lethal raying of a cell, all its activity ceases. 
Can this ray be made selective: in other words, 
can it just touch the diseased cell? 

In my experience X-rays lack selectivity. No 
known administered drug will aid to isolate the 
cell, or to absorb the ray exclusively. In sar- 
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coma one literally chases the tumor all over 
the body — thigh to mediastinum, lungs to 
maxillary sinus — and still there are cells 
which grow regardless of their great radio 
sensitivity. 
SUMMARY 

Seven cases have been presented — five of 
them sarcomas, primary, infiltrative, and see- 
ondary. Two of these cases show a metastatic 
growth diagnosed sarcoma, but at the autopsy, 
carcinoma was the invasive pancreatic tumor. 

Some recent chemical changes are noted, due 
to disturbance in the pancreatic gland. 

The attention is directed to the preponderant 
the especially following 


metastasis to lung, 


deep X-ray therapy. 


1930 Wilshire Blvd. 
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Modern Management Of Pneumonia 


RICHARD M. 
Dallas, 


NEUMONIA used to be treated by means of 

rest; food; measures to relieve pain; fresh 
air—cool to very cold—on the roof; counter ir- 
ritants from jackets to plasters; large doses of 
aleohol (a pint a day) about which one old 
doctor said, ‘“‘what a waste’’; and circulatory 
stimulation with digitalis, strychnine, camphor, 
and pituitrin, digitalis and quinine treatment 
of Solis Cohen. The mortality rate was between 
30 and 35 per cent. As a matter of fact, in the 
study of a ten-year series with three services 
Hospital, Philadelphia, from 1918 
mortality in the P.D.Q. treatment 
cent; digitalis 34 per cent; and 


at Jefferson 
to 1928, the 
35 


symptomatic 


was per 
33 per cent. 

The next step was to oxygen therapy for 
which we bought tents at $500.00 each, but fin- 
ally came down to open-top boxes and the nasal 


Read Before The New Mexico Medical Society at its Fifty- 
Ninth Annual Session at Raton, N. M., May 26-28, 1941. 


SMITH, M. D. 
Texas 


catheter. Then more recently the mask was in- 
troduced, and it was and still is of help in some 
few In the routine cases, however, the 


mortality rate was not appreciably lowered. 


cases. 


The first great advance in our time was the 
serum therapy. First, ‘‘horse serum’’ for types 


€ 


one and two; then ‘‘rabbit serum’’; and 32 
types of pneumococecus. The result was a drop 
in the mortality rate of from 30 to between 
12 and 20 per cent, and in a few series even 
as low per cent. But the drawbacks to 
serum therapy were many. It was hard to gei 
outside of medical centers; typing was diffi- 
cult except in large laboratories with trained 
workers; the price was high, $50 to $100.00; 
it was found difficult to administer in the 
rural districts; and there was fear of reaction. 


Now, however, these factors have been largely 


as 5 


overcome. 
And now there is chemotherapy, the great 
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benefactor to patient and doctor, of sulfanila- 
mide 2-8 mgms. sulfapyridine 4-15 mgms. sul- 
fathiazole 4-15 mgms. and sulfamethylthiazole 
with its amazing lowering of mortality to 5 
per cent. Each of these drugs, in the order 
named, has been an improvement over the 
former in some respects, yet each has carried 
new hazards to the patient. Yet, it must not 
be forgotten that at any time one may be sen- 
sitized that will supplant this entire group. 

The sulfonamides are easy to use; hence they 
have been given for everything. But, they are 
harmful drugs, and may poison the patient; 
then too, their use in diseases of spontaneous 
cure distorts statistics; they do make patients 
feel definitely worse; the drug itself can cause 
fever; and if more and more is given it will 
produce poisoning. 

Let’s review the discovery of the sulfonamide 
drugs. Domagk that sulfa-mido- 
chrysoi-dine had a bactericidal action. You will 
recall that sulfanilamide was first used in 1937. 
Then in the laneet for May 1938, Whitney de- 
scribed sulfapyridine. Evans and Gansworth 
in a later issue of the Lancet in 1938, reported 
100 cases treated with sulfaypridine in which 
the mortality was 8 per cent, and another 
100 cases treated without the drug and the 
mortality was 27 per cent. I am sure that you 
remember that Long and Bliss were the first 


discovered 


Americans to use sulfapydrine, and the council 
on pharmacy of the American Medical Asso- 
ciation O.K.’s its experimental use in 1939 after 
Sulfathiazol has 
been used for over a year in this country, 
and the council accepted it on January 25, 
1941. These drugs are looked upon as the great- 
est advance of all time in the treatment of 
Pneumonia; but pneumonia covers 50 entities, 
so think of the amount of good and harm these 
drugs have done in the few years since their 
discovery. 

In general, what harm have the sulfonamides 
done to the medical profession. Now we find 
ourselves less careful in making a diagnosis. 
All eases with rales in the lungs and fever 
should not be given chemotherapy. Remember, 
it does no good in virus diseases such as in- 
fluenza or ‘‘Q’’ fever. It is no good as a 
prophylactic in colds against pneumonia; only 
1 in a thousand colds goes into pneumonia any- 
way. Actually, it has, I think, made us neglect 


2000 trials in this country. 
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patients more than any treatment in recent 
years. Sulfanilamide was displaced by sulfapy- 
ridine in pneumonia in 1938, and now sul- 
fathiazole has displaced it. 

And 
sulfapyridine and and sulfathiazol. Nausea and 


now to compare the toxic effects of 
vomiting occur in 60 per cent of cases treated 
with sulfaypridine; to a lesser degree with sul- 
fathiazole. Kidney erystals, stones, blood and 
nitrogenous retention are less frequent with 
sulfathiazole. Destruction of the red and white 
blood cells is the same with both drugs. Hepa- 
titis seldom oceurs with either. Tendency to 
drug rash and fever is greater with sulfathia- 
zole. Central nervous system upsets oceur fol- 
lowing the administration of both drugs, but 
seldom reach the stage of delirium or convul- 
sions. In our experience glucose sulfapyridine 
has caused less nausea, but it cannot be used 
by rectum or in the vein; it is inert and will 
not raise the blood level until broken up in 
the gastro-intestinal tract. 

What 


fathiazole by clysis or intravenous injection ? 


giving sulfapyridine or sul- 


about 


In our experience this is unsatisfactory and 
should be discouraged because of the highly 


alkalin Ph 10.8; it is more toxie this way’; and 


there is poor blood concentration control that 
goes up rapidly and falls off. Its use is recom- 
mended this way only for immediate action; 
when it cannot be given by mouth, as in coma; 
and when it is not absorbed by mouth. For 
intravenous use Lang and Wood recommended 
that they be given in 5 per cent solution in 
distilled water, .06 grm. per kilo of body weight. 
be taken for 
will carry the adult dose. 
concentration of 5 mgms. 
These drugs can be given 


One minute should each 5 ce. 
injection, and 15 ee. 
This will produce a 
per 100 ec. of blood. 
by elysis by putting 35 to 105 grains or 3 to 7 
grams in 1000 ce. of warm normal saline. These 
drugs should never be boiled. 
Sulfamethylthiazole is better for experi- 
mental use than either sulfapyridine or sul- 
more toxic, and has been 


fathiazole, but- is 


known to cause peripheral neuritis. 
CHEMOTHERAPY VERSUS SERUM 
THERAPY 
This most certainly both 
are excellent procedures, and there are times 
when we cannot afford to be without either 


is a misnomer; 
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one for success in severe cases. Then too there 
are numerous advantages to chemotherapy; it 
is cheaper though some users says this is not 
so when you take into account the laboratory 
work that is required on blood counts and con- 
centration; it is easier to use; it can be used 
anywhere; and its use has definitely lowered 
the mortality rate. As to the combined treat- 
ment of serum and sulfonamides, it must be 
borne in mind that they have an entirely dif- 
ferent action. 

According to Dr. Plummer the serum has a 
very complex nature and consists of precipitins, 
which neutralize the toxic carbohydrates; 
opsonins that render the bacteria subject to 
phagocytosis; agglutinins that cause a clump- 
ing of the organisms; and other substances 
which help the body combat the infection. 

So far as is known today the sulfonamide 
drugs only retard the growth of the organism, 
and it is up to the patient to do the rest; but 
on the other hand it has been justly said that 
the serum fortifies the patient. Our best treat- 
ment is probably a combination of chemo and 


serum therapy, and it is recommended in: 
All type three cases. 
.* Where two or more lobes are involved. 
In all cases of bacteremia. 
For all patients over fifty. 
the first 


5. In week post- 
partum. 

6. In those cases not improved after 48 
hours of treatment. 

Dr. Janet Travell of New York has pointed 
out that the pneumococeus does become re- 
sistant to the drugs, and when it does it is re- 
sistant to all the sulfonamide group. She also 
reports an experiment on mice with type three 
pneumocoecus, in which neither the serum nor 
sulfapyridine would save the animal, but the 
combined treatment successful; this is 
‘known as synergistic action. 

What about other drugs in the modern care 
of pneumonie patients? Many of us discon- 
tinued the use of digitalis when we learned 
that at Bellevue Hospital in 1930, in a series 
of 800 cases of pneumonia, every other patient 
was given digitalis routinely, and the mortality 
rate was 41.4 per cent with, 33.7 per cent 
without. Always bear in mind however that it 
should be given where there is fibrillation and 
decompensation. Do not use purgatives; they 


pregnancy or 


was 
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have a tendency to cause nausea and gastro- 
intestinal upset. An enema is much better. 
Watch the patient’s chlorides; some workers 
think that a marked drop is the cause of peri- 
pheral circulatory collapse. Strychnine is of no 
value, even up to 1/10 grain dosage. Barbituric 
acid compounds should be used only in small 
doses, if at all. They depress respiration, and 
in some cases cause mental confusion. In our 
experience morphine and codeine have been 
found best for sedation, control of cough, and 
relief of pain. 

In the treatment of pneumonia X-ray therapy 
cannot be disregarded, and a few good men 
continue to use it. Emmett Settle in Illinois 
has a series of 34 cases treated exclusively with 
X-ray. His mortality rate was 6.5 per cent. He 
first treats the lateral field, then the anterior 
and posterior. 

Fred Decker, also of Illinois, has done a lot 
of work along this line with good results. He 
combined X-ray therapy with serum, and with 
the sulfonamide drugs. His poorest results were 
with the X-ray and sulfonamide drugs; in his 
opinion this combination is unsatisfactory. We 
have had very little experience in our practise 
with these methods, and with the present status 
of chemo and serum therapy we would be afraid 
to leave off either one for X-ray therapy alone. 
Experimentally it is an interesting study. 

As soon as we are relatively sure a patient 
has pneumonia our usual procedure is to give 
2 to 4 grams of sulfathiazole by mouth; col- 
lect sputum for typing, but if there is no 
sputum the throat should be swabbed for ecul- 
ture; then collect blood for culture; get a com- 
plete blood count; continue the drug in 1 gram 
doses every 4 hours day and night. The pa- 
tient is given a general diet. Morphine gr. 1/6 
to 14 by hypodermic P. R. N. for cough, and 
for pain and restlessness codeine and panto- 
pon also are given. If the laboratory does not 
find a pneumococeus, the drug is stopped; but 
if type 1, 2, 3, 5, 7, 8, or 14 is found rabbit 
serum is considered in view of the previously 
stated criteria, and used along with sulfathia- 
zole if deemed wise. 

During chemotherapy daily urine examina- 
tions are made for erystals and fed blood cells. 
Daily blood counts are done to be informed of 
any marked fall in the red or white blood cells. 
A daily sulfathiazole blood concentration is also 
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run; and if found to be below 2 mgs. per 100 
ee. of blood the dose is increased 1 gram every 
4 hours; if above 10 mg. the dose is reduced. 
The same dose is continued for 24 hours after 
the fever comes down, and half the dose for an 
additional 24 hours. The average total dose 
ranges from 25 to 50 grams. 

In regard to the total dose of sulfathiazole, 
we recently had a patient who took over 200 
grams of the drug in a little over two weeks 
during a staphylococcic septicemia. The appear- 
ance of red blood cells and crystals in the 
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urine, and a marked skin rash did not make us 
stop the drug; it was combined with Julianelle’s 
staphylococeus serum, and this patient re- 
covered. 

When we use rabbit serum our initial dose 
is 100,000 units, and this is repeated in 12 to 
24 hours if needed. 

One interesting fact is that we see very few 
of the old complications of pneumonia such as, 
empyema, uncontrollable distention, and cireu- 
latory collapse. 
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Flocculation Tests for Syphilis 
(Plant Sap Reactions) 
EDWARD L. BREAZEALE, M. §&., 
THEODORE R. REUSSER, B. 8., 
and 
JAMES F. BREAZEALE, B. 8. 
Tucson, Arizona 


I. TOPS 
| uemcanaeciy’ the greatest advancement in the 


serology of syphilis in the past year has been 
the recognition of the existence of biologically 
false positive tests in the non-syphilitie groups 
of individuals. Kahn has brought out his veri- 
fication test; Eagle his spirochaetal absorption, 
and various other investigators have devised 
modifications of standard tests designed to dis- 
tinguish between true positive reactions and 
biologically false positive reactions. The exact 
cause of these false positive tests in diseases 
other than syphilis has not been completely 
explained, nor has the presence of positive re- 
actions in most animal sera been satisfactorily 
explained. 

Today we recognize that a number of dis- 
eases will produce positive reactions in the 
flocculation tests for syphilis. All of these dis- 
eases are of the febrile or degenerative type, 
such as malaria, typhoid fever, tuberculosis, 
malta fever, pneumonia, leprosy, infectious 
mononeuclosis, and many more. 

Porro ! in 1933 was one of the first investi- 
gators to point out the fact that animal sera, 
when inactivated in the same manner as hu- 
man sera, gave a surprisingly high incidence of 
positive Kahn reactions. Greene and his asso- 
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ciates ? in 1928 studied a large group of ani- 
mals and found that there was a wide varia- 
tion in the results obtained using the various 
flocculation tests and also a wide variation 
between the various species studied. Since the 
publication of these papers a great amount of 
work has been done on animal sera all con- 
firming the earlier work. The exact mechanism 
of these biologically false positive tests is not 
clearly understood. Some investigators are of 
the opinion that they are the same as those 
causing positive tests in syphilitic sera while 
others do not think so. Kahn ? is of the opinion 
that all animals have a low grade spirochaetal 
infection not necessarily T. palida but some re- 
lated organism which gives rise to antibodies 
serologically resembling those produced in 
syphilis. Various quantitative studies on hu- 
man and animal sera have been made in this 
laboratory, * ® ® In human and cow sera the 
maximum titre obtained was 1 to 64; in horse 
sera, 1 to 128. 

The present studies were undertaken in an ef- 
fort to show that (a) the test as employed in the 
diagnosis of syphilis is purely an empirical 
procedure and that other substances than the 
so-called reagin of syphilis can produce posi- 
tive flocculation tests; (b) that these sub- 

(Continued on page 256) 
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BASIC SCIENCE BOARD IN 
NEW MEXICO 
Southwest have 


Physicians in the long 


watched with much interest the struggle of 
the profession in New Mexico to provide legal 
methods of protecting the people against un- 
For 
made to get 


State Legislature to pass truly unbiased 


several 
the 


laws 


licensed, unbridled quackery. 


years attempts have been 
reguiating the practice of medicine. 


New 


law. 


text of 
Science’ 


Elsewhere in this issue is the 


Mexico’s newly-passed *‘* Basie 


It resembles the type of law in force in most 
such 
That 
read it 


other states fortunate enough to possess 
legislation—just up to a certain point! 
point of deviation is (sure enough, 
yourself) that the Board is made up of a physi- 
cian, an osteopath and a chiropractor!! In 
other words, this is no Basie Science Board at 
all. Most other states use only unbiased sci- 
entists on their 
medicine or any of the quack cults represent- 
ed thereon. In such eases an objective, honest 
appraisal of training and 


boards, with no member of 


eandidate’s basic 


knowledge is possible. 
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Imagine a chiropractor or an osteopath be- 
ing competent to examine anything aside from 
the multiplication and interest tables! Truly, 
sometimes our State Legislatures do wondrous 
strange things! 





WHAT TO DO 

In the civilian population there is in general 
quite as much willingness to adopt measures 
of preparedness in the defence of this nation 
as exists in the military services. The question 
is ‘‘What To Do?’’ That is well an- 
(Pa.) Medieal 
medical 


so often 
swered by the Lehigh County 
Bulletin — at least for the civilian 
profession. The schedule is frankly modelled 
after procedures found feasible by the British. 
When these ideas were first promulgated it will 
be recalled that the war was called ‘‘phony’’ 
by various of our heavy thinkers, and many 
in England were inclined to seoff rather eyni- 
eally at civilian defence measures. Tragically 
enough, the scoffers at the ‘‘Home Guards’’ 
saw the day come when civilian defence alone 
saved the country from downfall. May that day 
never come to America. Yet to the foresighted, 
the hints below may be valuable: 

What the County Society Can Do: 

1. Bolster 
morale. 


and aid in maintaining public 
2. Sponsor 
a. Blood typing campaigns 
b. Tetanus immunization campaigns, 
and 
ce. Later—typhoid inoculations 
d. Rodent information 
trols 
3. Establish 
tion for 
a. Base hospitals 
b. Clearing stations 
ce. Aid centers. 
4. Edueate large groups in 


control, eon- 


(provisionally) the organiza- 


(if and when 
need seems imminent) 
a. Gas and gas mask usage, symptoms, 
treatment 
b. Control of hemorrhage 
ce. First aid for 
(1) Fractures 
(2) Wounds 
(3) Burns 
d. Sanitation and water safety meas- 
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ures. Publish bulletins, circulars, and placards 
for above. 

5. Set up the proper personnel for all above 
casualty stations. 

6. Be prepared to train civilian resuscita- 
tion squads. 

7. Be prepared to 
squads. 

8. Be prepared to train transfusion teams. 

9. Be prepare dto train fracture teams. 

10. Be prepared to establish sera and chemo- 
therapy stations. 

11. List all trucks for ambulance usage. 

12. List all private cars for messengers and 
supply usage. 

13. Establish a sanitary committee to work 
with the city engineer’s office in re-establish- 
ing sewer control and disposal of the dead 
(animals and humans). 

14. Set up an executive control to co-ordi- 
nate all above with the civic authorities and 
with all trained groups, such as the Red Cross, 
civilian nurses, American Legion, Boy Scouts, 
ete., and aid the above program through their 
leaders. 

15. Co-ordinate 
medical societies. 

16. Co-ordinate with military requirements. 

What the Individual Physician Can Do: 

1. Keep up to date with foreign letters in 
the A. M. A. Journal, A. R. P. bulletins, war 
medicine, ete. 

2. Review modern treatment of war wounds, 
gassed cases, neuroses, etc. 

3. Type or have typed all people possible. 
Give tetanus toxoid when possible. 
Dissipate defeatism. 

Respond promptly to requests from A. 
M. A. and State Society. 


train decontamination 


with state and _ national 





WAR’S VENEREAL PROBLEMS 

It is recognized that various interlocking 
problems of public health spring up in com- 
munities adjacent to a concentration of troops. 
One of the perplexing problems is that pre- 
sented by venereal diseases. Yet, with coopera- 
tion between military and civilian health au- 
thorities, the problem is not incapable of so- 
lution. Representatives of the Surgeon Gen- 
erals of the Army, navy and public health serv- 
ice have recently formulated an agreement to 
stimulate the control of venereal diseases. El 
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Paso,. Phoenix, Tucson and Albuquerque should 
be especially interested, these cities all being 
sites of troop concentration. The agreement: 

It is recognized that the following services 
should be developed by state and local health 
and police authorities in cooperation with the 
Medical Corps of the United States Army, the 
Bureau of Medicine and Surgery of the United 
States Navy, the United States Public Health 
Service and interested voluntary organizations: 

(1) Early diagnosis and adequate treatment 
by the Army and the Navy of enlisted personnel 
infected with the venereal diseases. 

(2) Early diagnosis and treatment of the 
civilian population by the local health depart- 
ment. 

(3) When authentic information can _ be 
obtained as to the probable source of extra- 
marital venereal disease infection of military or 
naval personnel, the facts will be reported by 
medical officers of the Army or Navy to the 
state or local health authorities as may be re- 
quired. If additional authoritative information 
is available as to extramarital contacts with 
diseased military or naval personnel during the 
communicable stage, this should also be re- 
ported. 

(4) All contacts of enlisted men with in- 
fected civilians to be reported to the medical 
officers in charge of the Army and Navy by the 
local or state health authorities. 

(5) Reecalcitrant infected persons with com- 
municable syphilis or gonorrhea to be forcibly 
isolated during the period of communicability ; 
in civilian populations it is the duty of the local 
health authorities to obtain the assistance of the 
local police authorities in enforcing such isola- 
tion. 

(6) Decrease as far as possible the oppor- 
tunities for contacts with infected persons. The 
local police department is responsible for the 
repression of commercialized and clandestine 
prostitution. The local health departments, the 
State Health Department, the Public Health 
Service, the Army, and Navy will cooperate 
with the local police authorities in repressing 
prostitution. 

(7) An aggressive program of education 
both among enlisted personnel and the civilian 
population regarding the dangers of the 
venereal diseases, the methods for preventing 
these infections, and the steps that should be 
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taken if a person suspects that he is infected. 

(8) The local police and health authorities, 
the State Department of Health, the Public 
Health Service, the Army, and the Navy desire 
the assistance of representatives of the Ameri- 
ean Social Hygiene Association or affiliated 
social hygiene societies or other voluntary wel- 
fare organizations or groups in developing and 
support for the above 


stimulating public 


measures. 





FLOCCULATION TESTS FOR SYPHILIS 
(Continued from page 253) 
stances responsible for the production of posi- 
tive flocculation tests are found widely dis- 
tributed in nature and (¢) that these reagin- 
like substances are found in high concentra- 
tion in plant saps. 
EXPERIMENTAL 

Stems and leaves of the various plants were 
collected and frozen in the ice box until ready 
to be extracted. The samples were then thawed 
and their saps extracted by use of a Carver 
hydraulie plant press, using a pressure of 10,- 
000 pounds per square inch. In most cases the 
sap so obtained was clear and free from solid 
suspended particles. In the cases where a tur- 
bid sap was obtained, the sample was centri- 
fuged at a speed of 4000 rpm for ten minutes, 
and the clear supernatant fluid drawn off. 
Kline diagnostic, Mazzini, Leiboff, and the 
rapid Hinton and Wasserman tests were run 
on three separate samples of each species ex- 
amined. None of the saps were inactivated, 
as it was found that heating at 56-C. for even 
ten minutes would coagulate some of the ma- 
terial in the sample. The various saps were 
then diluted, using normal saline until they 
no longer gave a positive test. 

RESULTS 

The results obtained are. shown in Table I. 
The highest dilution where a positive test was 
obtained, but where any further dilution gave 
negative results, is expressed as the highest 
titre. 

TABLE IL. 





Max. 
Plant Kline Mazzini Leiboff Hinton Wasserman Titre 
1. Wild Spinach —.4+ 45 4+ pos. A.C. 1-128 
2. Yucca ....... Pos. pos. Pos. Pos. neg. as soon 
as added 1-128 
S.-i . pos. pos. Pos. neg. 1-128 
4. Burrow Weed -_pos. Pos. pos. pos. AC. 1-64 
5. Phacelia _......pos. pos. pos. pos. A.C. 1-64. 
6. Johnson Grass -pos. pos. pos. pos. neg. 1-64 
7. Wild Sunflower neg. neg. neg. neg. A.C. 0 
8. Sweet Elyssium pos. pos. Pos. pos. neg. 1-64 
9. Sour Clover —.. pos. pos. pos. pos. neg. 1-32 
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10. Elderberry — pos. Pos. pos. pos. neg. 1-32 
1l. Gray Sage ..pos. pos. Pos. pos. neg. 1-64 
12. Wild Mustard - pos. pos. Pos. pos. neg. 1-128 
13. Jasmine — pos. pos. Pos. Pos. neg. 1-128 
14. Oleander s Pos. Pos. Pos. neg. 1-164 
15. Eucalyptus Pos. Pos. Pos. A.C. 1-128 


16. Rye Grass __. " pos. Pos. pos. A.C. 1-128 
yil. Orange ; Pos. Pos. pos. A.C. 1-64 
18. Mulberry oo Pos. pos. Pos. neg. 1-128 
19. Cottonwood pos. Pos. Pos. neg. 1-128 
20. Wild Tobacco -_pos. Pos. Pos. Pos. neg. 1-64 
21. Pepper Tree nos. Pos. pos. neg. 1-128 








| eee ? ; pos. pos. Pos. A.C. 1-256 
23. Amaryllis Pos. Pos. Pos. neg. 1-256 
24. Calendula pos. Pos. Pos. neg. 1-128 
25. Snapdragon Pos. Pos. pos. A.C 1-128 
26. Hollyhock Pos. pos. Pos. neg. 1-128 
27. Larkspur =... pos. Pos. pos. neg. 1-64 
28. Artichoke —— Neg. neg. neg. neg. A.C. 0 


29. Mallow Weed -_pos. Pos. Pos. Pos. neg. 1-128 
5 Fa Pos. pos. Pos. neg. 1-256 
31. Cabbage ——._. Pos. Pos. Pos. neg. 1-256 
32. White Clover -__pos. Pos. pos. Pos. neg. 1-128 
33. White Clover — pos. pos. Pos. Pos. neg. 1-128 














3 eae Pos. pos. pos. Pos. 1-256 
34. California Poppy pos. Pos. Pos. Pos. 1-128 
35. Grape —— pos. Pos. Dos. 1-128 
36. Tamarisk pos. Pos. Pos. pos. 1-64 
+s _=s j q Pos. Pos. Pos. 1-128 
38. Sweet Pea . pos. Pos. pos. 1-128 
39. Milk Weed » neg. neg. neg. 0 

40. Umbrella Tree —_pos. Pos. Pos. Pos. 1-128 
41. Corn -” Dos. Pos. Pos. 1-32 
42. Wheat Pos. pos. pos. 1-32 
43. Rep Poppy —- Pos. Pos. Pos. 1-128 
44. Radish — ancien } pos. Pos. Pos. 1-128 
45. Lyppia __. , Pos. Dos. pos. 1-128 
46. Verbena . pos. Pos. Pos. 1-128 
47. Ice Plant Pos. Pos. pos. 1-128 
48. Onion _._ Pos. Pos. Pos. 1-64 
48. Cotyledon pos. Pos. Pos. 1-128 
50. Poinsettia Pos. pos. Pos. 1-64 





Table II. gives the results of diluting the 
various plant saps showing the reaction at the 
various dilutions using the Kline Diagnostic 
test. 


TABLE I. 
The Titratoin of Plant Saps Showing Curve On Diluiton 
Undi 
PLANT luted 1:1 1:2 1:4 1:8 1:16 1:32 1:64 1:128 1.256 
4+ 44+ 4434+ 34+ 34+ 24+ 4+ neg. 
2+ 2+ 242+ 24+ 14+ 1+ 4+ neg. 
4+ 44 4444 44+ 34+ 34 1+ neg. 
4+ 44 34+3+4 34 2+ 14 neg. - 
2+ 24+ 2424 1414 #42neg. - ~ 
4+ 44 4444 4444 34 24+ 14+ 








. Sour Clover. 4+ 
. Amaryllis ~ 2+ 


2 
3. 
4. Burrow Weed 4+ 
5 
6 
1. Wild Spinach 4+ 





The average pH of the plant saps studied varied from 
slightly acid (pH 6.8) to slightly basic (pH 7.2). 


DISCUSSION 

The exact explanation of the observed phe- 
nomenon is not readily forthcoming at this 
time. However, there must be some substance 
in the plant saps that is responsible for chang- 
ing the lyophilie colloid in the antigen emul- 
sion to a lyophilie colloid as used in the floceula- 
tion tests. Wassermann reactions (U. S. Vet 
erans’ Administration modification) were not 
run on all of the species examined. In the se- 
ries of 32 run, none gave positive complement 
fixation tests. A surprisingly large number gave 
negative reactions which was in all probability 
due to the presence of saponines which would 
hemolyze the erythrocytes used in the test. 


An examination of table I. will reveal that 
this phenomenon of the presence of a reagin-like 
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substance in plant saps is not limited to one 
family, but is distributed over a large number 
of families. Also of interest is the high titres 
btained on dilution of the samples, as was 
yrought out earlier in the paper, the maximum 
itres obtained in this laboratory on positive 
1uman and animal sera were 1:64 and 1:128, 
vhile those obtained on the various plant saps 
tudied were as high as 1 :256. 

The question of the pH of the saps does not 
‘xplain the production of positive flocculation 
ests by the plant juices. The saps gave pH 
eadings from 6.8 to 7.2 which is well within the 
imits of pH range for the tests. Eagle (7) has 
stated that ‘‘it has not yet been possible to in- 
roduce a true positive Wassermann in original- 
ly negative human sera by simple physical or 
chemical manipulation. Highly significant is the 
fact that these treated sera are consistantly floc- 
culation negative.’’. A small series (10) were 
adjusted to a pH of 7.2 by the addition of N/20 
NaOH without change in their flocculation re- 
activity of the plant saps. 

The figures shown in table II. are interesting 
since they show that there is a sharp break in 
the degree of positively on dilution. That is, 
the saps may be diluted with saline and the 
reactivity will not change until one or two dilu- 
tions before they give negative results. This is 
just the reverse as is found in human and ani- 
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mal sera, where we find a gradual decrease 
in degree of reactivity from the low dilutions 
up to the final or negative dilutions. 

Experiments are now in progress that, it is 
hoped, will explain the observed phenomenon. 
Experiments on plant finding, the reaction of 
the sap from the various parts of the plant, the 
age of the plant and the effect of supersonic 
waves on plant saps as regards the flocculation 
tests are now in progress. 

CONCLUSIONS 

1. Of the fifty plant saps studied, forty-six 
gave positive serological results with the Kline, 
Mazzini, Lieboff, and Hinton tests. 

2. None of the plant saps studied gave posi- 
tive Wassermann reactions. 

3. The reagin like substance in the plant 
saps was present in varying amounts as shown 
by the titres obtained. 


University of Arizona. 
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Fifteenth Legislature State of New Mexico 
HOUSE WAYS AND MEANS 
COMMITTEE SUBSTITUTE TO 
HOUSE BILL No. 123 
AN ACT 
TO ESTABLISH A STATE BOARD OF 
EXAMINERS IN THE BASIC SCIENC- 
ES UNDERLYING THE PRACTICE OF 
THE HEALING ARTS, TO PROVIDE 
FOR ITS ORGANIZATION AND POW- 
ERS, TO PROVIDE THAT CERTIFI- 
CATION BY SUCH BOARD BE A PRE- 
REQUISITE TO ELIGIBILITY FOR 
EXAMINATION FOR LICENSE TO 
PRACTICE THE HEALING ARTS 

AND TO DEFINE HEALING ARTS. 





BE IT ENACTED BY THE LEGISLA- 
TURE OF THE STATE OF NEW MEXICO: 

Section 1. BASIC SCIENCE CERTIFI- 
CATE REQUIRED. No person shall be eligible 
for examination or permitted to take an ex- 
amination for a license to practice the healing 
art or any branch thereof, or granted any such 
license, unless he has presented to the licensing 
board or officer empowered to issue such a 
license, a certificate of ability in anatomy, phy- 
siology, chemistry, bacteriology and pathology, 
(hereinafter referred to as the basic sciences), 
issued by the State board of examiners in the 
basic sciences. 
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Section 2. THE HEALING ART DE- 
FINED. For the purposes of this act, the heal- 
ing art includes any system, treatment, opera- 
tion, diagnosis, prescription, or practice for the 
ascertainment, cure, relief, palliation, adjust- 
ment, or correction of any human disease, ail- 
ment, deformmity, injury, or unhealthy or ab- 
normal physical or mental condition. 

Section 2a. LICENSE TO PRACTICE. For 
the purpose of this Act, any license authoriz- 
ing the licentiate to offer or undertake to 
diagnose, treat, operate on or prescribe for any 
human pain, injury, disease, deformity or phy- 
sical or mental condition is a license to prac- 
tice the healing art. 

Section 3. BOARD OF EXAMINERS IN 
THE BASIC SCIENCES; APPOINTMENT 
AND PERSONNEL. The Governor shall ap- 
point a State Board of Examiners in the Basic 
Sciences (hereinafter referred to as the Board), 
consisting of five (5) members, who shall be 
appointed, one for one (1) year, one for two 
(2) years, one for three (3) years, one for 
four (4) years, and one for five (5) years, 
from the date of their respective appointments. 
On the expiration of the term of any member, 
the Governor shall fill the vacancy by appoint- 
ment for a term of five (5) years. On the 
death, resignation, or removal of any member, 
the Governor shall fill the vacaney by appoint- 
ment for the unexpired portion of the term. 
Every member shall serve until his. successor 
is appointed and qualified. The Board shall con- 
sist of one doctor of medicine, one doctor of 
osteopathy, one doctor of chiropractic, and two 
laymen learned in the basic sciences. Each 
member shall have resided in New Mexico not 
less than one year next preceding his appoint- 
ment and shall have been, during such period, 
actively engaged in the practice of healing 
arts of the profession in which he professes 
membership, except the two laymen. The mem- 
bers of the Board shall be selected because of 
their knowledge of the basie sciences afore- 
said. 

Section 4. ORGANIZATION OF BOARD: 
ELECTION OF OFFICERS, SEAL, COM- 
PENSATION. The Board shall meet and or- 
ganize as soon as practicable after appointment. 
It shall have power to elect officers, to adopt 
a seal and to make such rules as it deems ex- 
pedient to carry this Act into effect. The Board 
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shall employ to perform all secretarial and 
clerical duties of the Board a lay secretary, 
who shall at the time of said appointment be a 
regular employee on the staff of the Secretary 
of State. In addition to his or her regular 
emoluments, the lay secretary shall receive One 
Hundred Dollars ($100.00) per annum to be 
paid from the special fund to the credit of 
the Board for the performance of the duties 
herein required. The Board shall keep a rec- 
ord of its proceedings, which shall be prima 
facie evidence of all matters contained therein. 
Each member of the Board shall receive ten 
dollars ($10.00) per annum and actual ex- 
penses, when actively engaged in the dis- 
charge of his duties. The compensation of the 
members and other expenses of the Board shall 
be paid out of the fees received from appli- 
eants. The lay secretary shall give such bond, 
running in favor of the State, as the State 
Treasurer shall determine. The office of the 
Board shall be in the State Capitol and quarters 
for such office shall be assigned in the Capitol 
Building or any other building occupied by the 
State government. 

Section 5. FEES PAYABLE BY APPLI- 
CANTS. The fee for examination by the Board 
shall be twenty-five dollars ($25.00). The fee 
for reexamination within any twelve month 
period as hereinafter provided shall be fifteen 
dollars ($15.00), but the fee for reexamina- 
tion after the expiration of twelve months shall 
be the same as the original fee. The fee for 
the issue of a certificate by authority of recipro- 
city, on the basis of qualifications as deter- 
mined by the proper agency of some other 
State, shall be twenty-five dollars ($25.00). 
All fees shall be paid to the Board by the ap- 
plicant at the time of filing application. The 
Board shall pay all money received as fees 
into the State Treasury, to be placed in a 
special fund to the credit of the Board. The 
State Treasurer shall pay out of such fund all 
expenses incurred by the Board, on vouchers 
signed by the president and the secretary of 
the Board. 

Section 5A. DUTIES OF LAY SECRE- 
TARY. The duties of the lay secretary shall be 
as follows: (1) to receive and file all appli- 
cations ; (2) to receive and pay over to the State 
Treasurer all application fees; (3) on the day 
appointed for the examination, to provide in 
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separate sealed envelopes sufficient duplicate 
numbers to be drawn by the assembled candi- 
lates from a container. One of said duplicate 
numbers shall be retained by the candidate and 
placed on all his examination papers; the other 
number bearing his name shall be deposited in 
in envelope, sealed, and returned by the candi- 
late to the lay secretary. Said sealed envelope 
shall be retained unopened by the lay secre- 
tary until all examination papers have been 
zraded and the result of the examination pub- 
licly posted in the office of the Secretary of 
State; provided that should any candidate place 
yr eause to be placed, any mark of identifica- 
tion, other than the number drawn by him, 
on any of his said examination papers, the 
Board shall reject said examination papers for 
grading, which action shall automatically dis- 
qualify the candidate, as having passed the 
examination; (4) to distribute a list of ex- 
amination questions to each candidate; (5) act 
as monitor during the period the examination 
is being written; (6) collect the completed 
examination papers and transmit the same to 
the Board for grading; (7) keep the identity 
of the candidates anonymous to the Board un- 
til all examination papers have been graded; 
(8) publicly post the results of the examina- 
tion by the candidates number; (9) maintain 
all files and perform all clerical functions for 
the Board. 


Section 6. EXAMINATIONS. The Board 
shall conduct examinations at such times and 
places as it deems best. Every applicant, except 
as hereinafter provided, shall be examined to 
determine his knowledge, ability and skill in 
the basic sciences. The examination shall be 
conducted in writing; all examination questions 
shall be printed or mimeographed. If the ap- 
plicant receives a credit of 75 per cent or 
more in each of the basic sciences, he shall be 
considered as having passed the examination. 
If the applicant receives less than 75 per cent 
in one subject and received 75 per cent or more 
in each of the remaining subjects, he shall be 
allowed a re-examination at the examination 
next ensuing, on application and payment of 
the prescribed fee; but he shall be required to 
be re-examined in all subjects. If the applicant 
shall receive less than 75 per cent in more than 
one subject, he shall not be re-examined within 
the period of one year next following his ex- 
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amination, nor unless he presents proof satis- 
factory. to the Board of additional study in the 
basie sciences sufficient to justify re-examina- 
tion. No member of the Board, nor the Board 
acting as a whole, shall have or shall exercise 
the right or privilege of interviewing any can- 
didate or reviewing his record prior to the 
time his examination papers have been graded 
by the Board and publicly posted as herein- 
above provided. 

Section 7. REQUIREMENTS FOR CER- 
TIFICATE. No eertificate shall be issued by 
the State Board of Examiners in the basis 
sciences unless the person applying for a cer- 
tificate submits evidence satisfactory to the 
board: (1) that he is not less than twenty-one 
years of age; (2) that he is a person of good 
moral character; (3) that he was graduated 
by an accredited high school or school of simi- 
lar grade, or possessed educational qualifica- 
tions equivalent to those required for gradua- 
tion by such an accredited high school, before 
he began the study of fhe healing arts, and 
(4) that he has a comprehensive knowledge of 
the basic sciences as shown by passing the ex- 
amination given by the Board, as by this Act 
required. The healing arts or branch thereof 
intended to be practised by the applicant shall 
not be disclosed in his application. 

Section 8. RECIPROCITY: The State 
Board of Examiners in the Basie Sciences may 
in its discretion waive the examination re- 
quired by Section 7, when proof satisfactory 
to the Board is submitted showing that the 
applicant has passed the examination in the 
basic sciences before a board of examiners in 
the basic sciences or a board authorized to is- 
sue licenses to practice the healing art, in an- 
other State or the District of Columbia when 
the requirements of that State are, in the 
opinion of the Board, not less than those pro- 
vided by this Act. The provisions of this Sec- 
tion shall apply only to examinations conduct- 
ed by the boards or officers of States that 
grant like exemption from examination in the 
basic sciences to persons granted certificates 
by the Board of this State. Licentiates to prac- 
tice the healing art as defined herein, from 
other States, who were licensed to practice such 
healing arts prior to the year 1907, providing 
that such licentiates have been in continuous 
practice since that time, may also be certified 
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without examination under the provisions of 
this section. 


Section 9. APPEAL FROM BOARD’S DE- 
CISION. Any applicant who has been denied 
examination by the Board may within thirty 
days after such denial appeal to the District 
Court for the County in which the Board has 
its office; and such court shall on such appeal 
inquire into the cause of such denial. If in 
the opinion of the court admission to examina- 
tion was refused without just cause, the court 
may order the Board to examine the applicant. 
Notice of an appeal from the denial of the 
Board of the right to examination may be 
served on any member of the Board by leaving 
with him or with any adult member of his staff 
or household, at his usual place of business or 
abode, an attested copy thereof within thirty 
days after said Board has notified the appli- 
cant of its refusal to examine him. Hearings 
of such appeals shall proceed in accordance 
with such rules as the District Court may de- 
termine. . 


Section 10. CERTIFICATE AND _  LI- 
CENSES VOID. Any basie science certificate 
and any license to practice the healing art or 
any branch thereof which is issued contrary 
to this Act shall be void. A board which has 
issued a license by virtue of a void basie science 
certificate shall revoke or cancel such license. 
The procedure for such revocation or cancel- 
lation shall be in accordance with the pro- 
visions of the Act under which such license 
was issued, for the cancellation or revocation 
of licenses generally. The certificate issued to 
any person by the State Board of Examiners 
in the basie sciences shall be automatically 
revoked by the revocation of any license issued 
to such person to practice the healing art or 
any branch thereof. 


Section 11. PRACTICE WITHOUT BASIC 
SCIENCE CERTIFICATE FORBIDDEN. 
Any person who shall practice the healing art 
or any branch thereof without having obtained 
a valid certificate from the State Board of 
Examiners in the basic sciences, except as other- 
wise authorized by this Act, shall be guilty of 
a misdemeanor and shall be fined not less 
than Fifty Dollars ($50.00), or more than Two 
Hundred Dollars ($200.00), or imprisoned for 
not less than ten (10) days or more than sixty 
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(60) days, or both, in discretion of the court 
trying such case. 


Section 12. FRAUDULENT CERTIFI- 
CATE FORBIDDEN. Any person who shall 
obtain or attempt to obtain a basic science 
certificate by any dishonest or fraudulent 
means, or who shall forge, counterfeit or fraudu- 
lent alter any such certificate shall be guilty 
of a misdemeanor and shall be fined not less 
than Fifty Dollars ($50.00) or more than Two 
Hundred Dollars ($200.00), or imprisoned not 
less than ten (10) days or more than sixty (60) 
days, or both, in the discretion of the court 
trying the case. 


Section 13. FRAUDULENT LICENSES 
FORBIDDEN. Any person who shall obtain 
or attempt to obtain a license to practice the 
healing art or any branch thereof from any 
board authorized to issue any such license, 
without presenting to said licensing board a 
valid certificate issued by the State Board of 
Examiners in the basie sciences as in this Act 
required shall be guilty of a misdemeanor and 
shall be fined not less than Fifty Dollars 
($50.00) or more than Two Hundred Dollars 
($200.00) or imprisoned not less than ten (10) 
days or more than sixty (60) days, or both, in 
the diseretion of the court trying the case. 

Section 14. ISSUE OF FRAUDULENT 
LICENSES FORBIDDEN. Any person who 
knowingly issues or participates in the issue 
of a license to practice the healing art, or any 
branch thereof, to any person who has not pre- 
sented to the licensing board a valid certifi- 
eate from the State Board of Examiners in 
the basic sciences, or any person who has 
presented to such a licensing board any such 
certificate obtained by dishonesty or fraud, or 
any forged or counterfeit certificate shall be 
guilty of a misdemeanor and shall be fined not 
less than Fifty Dollars ($50.00) or more than 
Two Hundred Dollars ($200.00) or imprisoned 
not less than ten (10) days or more than sixty 
(60) days, or both, in the diseretion of the 
court trying the case. 

Section 15. FEES PAID UNAUTHORIZED 
PRACTITIONERS RECOVERABLE. Any 
money paid out by any person as compensa- 
tion for services rendered in the practice of 
the healing art or any branch thereof to any 
person not validly licensed to practice such 
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healing art or branch, when the payor did not 
know that such person was not validly licensed 
so to practice, may be recovered by the person 
who has paid such money by a suit instituted 
within two years from the date when such fee 
or compensation was paid. 


Section 16. ENFORCEMENT. The State 
Board of Examiners in the Basie Sciences and 
the various boards authorized to issue licenses 
to practice the healing art or any branch there- 
of shall investigate any supposed violation of 
this Act and report to the proper district at- 
torney all the cases that in the judgment of 
such board warrant prosecution. Every police 
officer, sheriff, and peace officer shall investi- 
gate all supposed violations of this Act and 
apprehend and arrest all violators thereof. It 
shall be the duty of the several district at- 
torneys to prosecute violations of this Act. 


Section 17. EXCEPTIONS. This Act shall 
not be construed as applying to dentists, nurs- 
es, midwives, chiropodists or optometrists, prac- 
ticing within the limits of their respective call- 
ings nor to that religion sect known as Christian 
Scientists ; nor to other person licensed to prac- 
tice the healing art or any branch thereof in 
this State when this Act takes effect; nor to 
persons specifically permitted by law to prac- 
tice without license, practicing within the 
limits of the privileges thus granted to them. 

Section 18. SAVING CLAUSE. No provision 
of this Act shall be construed as repealing any 
statutory provision in force at the time of its 
passage with reference to the requirements 
governing the issuing of licenses to practice 
the healing art or any branch thereof; but any 
board authorized to issue licenses to practice 
the healing art or any branch thereof may in 
its diseretion accept certificates issued by the 
Board of Examiners in the basic sciences in 
lieu of examining applicants in such sciences 
or may continue to examine applicants in such 
sciences as heretofore. The uncontitutionality 
of any part of this Act shall not be construed 
as invalidating any other part thereof. 

Section 19. SHORT TITLE. This act may be 
cited as ‘‘Basie Science Act, 1941.”’ 

FRANK J. MeCARTHY 
Speaker of the House 
A. L. NILSON 
Chief Clerk 
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CEFERINO R. QUINTANA 

President of the Senate 
EVA ELLEN SABIN 

Chief Clerk 

Signed by me this 18th day of April, 1941, 
JOHN E. MILES 


Governor of New Mexico 





COMMUNICATIONS 





Sir: 

Tn his article ‘‘Test for Serum Sensitivity,’’ 
in the May issue of your journal, Dr. LeMar 
reports another instance of death due possibly 
to the improper use of the cutaneous test in 
the search for a dangerous type of allergic 
sensitivity. 

The physician who administered the intracu- 
taneous test in that case injected 5 to 10 times 
the quantity of the 1:100 solution of serum 
that has been found proper for the purpose; 
larger amounts sometimes cause non-specific 
reactions that are not distinguishable from 
specific ones. 

It is true that the rapidity of the fatal reac- 
tion suggests that the injection was intravascu- 
lar: nevertheless, it may well be that the fatal 
termination might not have occurred had the 
correct quantity (0.01 to 0.02 ee.) been in- 
jected. 

When, as in the reported case, a sensitivity 
to horse dander is known to exist, the absolute- 
ly reliable and safe method of passive transfer, 
recommended by J. Alexander Clarke of Phila- 
delphia, is easily available. 

Yours very truly 
ARTHUR F. COCA, M. D. 


This’ letter was referred to Dr. LeMar, 
who replies below: 


Sir: 

k am happy to have the opportunity to com- 
ment on the case of death following intracu- 
taneous testing with horse serum reported in 
my paper in your journal in May 1941. 

The details concerning this case might be of 
considerable interest. It was a young woman 
who had -been injured in a minor automobile 
accident. Her injury was relatively slight con- 
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sisting of a small puncture wound on the leg. 
Since the wound was badly contaminated, the 
physician who saw her thought that anti- 
tetanic serum was indicated. She was given 
.01 ec. of tetanus antitoxin diluted 1:100 in 
the skin of the forearm. The person who ad- 
ministered the serum later stated that perhaps 
within a minute after its administration she 
complained of vertigo and of intense itching 
about the injection site. Very soon thereafter 
she suddenly complained of difficulty in 
breathing and collapsed and fell from the chair 
on which she was sitting. Deep cyanosis, cessa- 
tion of respiration and rapid, thready pulse 
were found by those who saw her then. I saw 
her approximately three minutes after the dose 
had been given and at that time no pulse was 
perceptible and there were no_ respiratory 
movements. Adrenalin was administered by the 
intracardiac route and other supportive meas- 
ures applied, including artificial respiration, 
but she never showed any sign of life. The 
family refused postmortem examination. 

Close questioning of the person who adminis- 
tered the serum showed that he made no at- 
tempt to take a history in regard to known 
sensitivity to other substances. Relatives’ stat- 
ed that she developed asthma on coming close 
to horses and that she had had asthma and 
attacks of urticaria since early childhood. Since 
an autopsy was not permitted, it was impos- 
sible to investigate the case further. 

As Dr. Coca has stated, this was a very 
large dose to be given, particularly in the 
presence of a past allergic history. It is hard 
to understand how sufficient absorption could 
occur in that length of time to cause a fatal 
shock and I have always felt that very likely 
part of the dose, at least, was really given 
subeutaneously and into a small vessel. 

The possibility of pulmonary embolism or of 
a cerebral accident were considered and could 
not, of course, be entirely ruled out. The same 
is true of splenic or liver damage with hemorr- 
hage. However, the findings did not make any 
of these seem likely and a complete physical 
examination previous to the administration of 
serum did not indicate any injury except the 
minor puncture wound. This, together with the 
history of sensitivity to horse dander, would 
make it seem most likely that this was a case 
of true atopic shock. 
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I would appreciate hearing from you or 
from any other person having seen similar 
eases. Thanking you again, I am 

Yours very truly, 
JOHN D. LEMAR, M. D. 
JOHN D. LEMAR, M. D. 
Asst. Prof. of Public Health 
University of Nebraska College of Medicine 
Omaha, Nebraska 








General 

Examinations for appointments in the Medi- 
eal Corps of the United States Navy have re- 
cently been announced by Rear Admiral Ross 
T. MeIntire, the Surgeon General of the Navy. 

Examinations will be held at all of the larger 
naval hospitals and at the Naval Medical Cen- 
ter, Washington, D. C. Applications for au- 
thorization to take the examination must be 
in the Bureau of Medicine and Surgery three 
weeks prior to the date of the examination. 
Application forms for these examinations will 
be forwarded by the Bureau of Medicine and 
Surgery, Navy Department, Washington, D. C., 
upon request. Examinations will be held ae- 
cording to the following schedules: 

Acting Assistant Surgeon for intern train- 
ing: October 6 to 9, 1941, inclusive; January 
5 to 9, 1942, inclusive. 

Assistant Surgeon: October 6 to 9, 1941, 
inclusive; January 5 to 9, 1942, inclusive. 

Applicants for appointment as Acting As- 
sistant Surgeon for intern training are re- 
quired to be citizens of the United States 
of over 21 but less than 32 years of age, mem- 
bers of the junior or senior class in class ‘‘A’’ 
medical schools, be able to meet the physical 
and other requirements for appointment. 

Applicants for appointment as Assistant’ Sur- 
geon are required to be citizens of the United 
States-of over 21 but less than 32 years of 
age, graduates of class ‘‘A’’ medical schools, 
to have had at least one year of intern train- 
ing in a hospital accredited for intern train- 
ing by the Council on Medical Education and 
Hospitals of the American Medical Associa- 





Aug 


tion 
juil 
A 
ing 
pita 
trai 
ind 
‘lat 
nol 
ipp 
nt 


August, 1941 


tion, and to meet the physical and other re- 
juirements for appointment. 

Acting Assistant Surgeons for intern train- 
ing are assigned to United States Naval Hos- 
pitals which have been accredited for intern 
training by the Council on Medical Education 
ind Hospitals of the American Medical Asso- 
‘ation, and after they have completed twelve 
nonths of intern training may, if they desire, 
ipply for appointment as Assistant Surgeon 
n the regular Navy. 


The thirty-first annual Clinical Congress of 
he American College of Surgeons will be held 
in Boston, November 3 to 7, with headquarters 
at the Statler and Copley-Plaza hotels. The 
twenty-fourth annual Hospital Standardiza- 
tion Conference sponsored by the College will 
be held coneurrently. About five thousand 
surgeons and hospital executives from all parts 
of the western hemisphere are expected to gath- 
er in Boston for these meetings, the program 
for which will inelude clinics and demonstra- 
tions in loeal hospitals and medical schools, as 
well as scientific sessions, conferences, medical 
motion picture showings and exhibits in the 
headquarters hotels. 

The Chairman of the Board of Regents 
of the American College of Surgeons is Dr. 
Irvin Abell of Louisville and the President is 
Dr. Evarts A. Graham of St. Louis. The Presi- 
dent-Elect is Dr. W. Edward Gallie of Toronto, 
who will be inaugurated at the presidential 
meeting and convocation to be held the eve- 
ning of November 3 in Symphony Hall, when 
several hundred initiates will be received into 
the fellowship of the College. In charge of local 
arrangements for the Clinical Congress is a 
committee of Boston surgeons headed by Dr. 
Leland S. MeKittrick, Chairman, 
Richard H. Sweet, Secretary. 


El Paso 

At the regular meeting of the City-County 
Hospital Staff, Wednesday, July 16, 1941, at 
City-County Hospital, the following program 
was given: 
‘‘Congenital Bilateral Hydronephrosis...... 

Dr. Robert Thompson 
Discussion by Dr. Wickcliffe Curtis. 


SoUTHWESTERN MEDICINE 


and Dr. , 


263 


The regular monthly staff meeting and din- 
ner of the Southwestern General Hospital was 
held Thursday, June 26, 1941, at 6:30 p. m. in 
the hospital auditorium. 

The program: 


‘*Tntestinal Obstruetion’’..Dr. E. J. Cummins 





MISCELLANY 


VITAMIN C COST 
Since a number of investigators have tenta- 
that 50 
represents the normal daily human _ require- 


tively assumed mg. of vitamin C 
ment, the cost of vitamin C from the fresh and 
canned fruit and vegetable juices has been esti- 
mated on that basis. The average amounts of 
juices required to supply 50 mg. of vitamin 
C, arranged in ascending order, are as fol- 
lows: 106 ee. of fresh grapefruit juice, 107 ee. 
of fresh lemon juice, 116 cc. of fresh orange 
juice, 125 ee. of canned orange juice, 151 ee. 
of canned lemon juice, 167 ec. of canned grape- 
fruit juie, 368 ec. of canned tomato juice and 
568 ec. of canned pineapple juice. The aver- 
age amounts of vitamin C per 100 ce. were 
found to be 48 mg. for the fresh grapefruit 
juice, 47 mg. for fresh lemon juice, 45 mg. for 
fresh orange 
juice, 36 mg. for canned lemon juice, 31 mg. 


juice, 41 mg. for canned orange 


for canned grapefruit juice, 14 mg. for canned 
tomato juice and 9 mg. for canned pineapple 
juice. 

The of vitamin C 
from the various sources under consideration 


average cost of 50 mg. 
was found to be 2.7 cents for canned orange 
juice, 3.1 cents for canned grapefruit juice, 
3.7 cents for fresh orange juice, 4.6 cents for 
fresh grapefruit juice, 6.3 cents for canned 
tomato juice, 7.0 cents for fresh lemon juice, 
8.6 cents for canned lemon juice and 13.0 cents 
for canned pineapple juice. 

Since vitamin C is stored in the body for only 
short periods of time, a constant supply is 
necessary for the promotion of good health. In 
this study the average cost per year for a daily 
supply of 50 mg. of vitamin C from the va- 
rious sources under consideration has been cal- 
culated as $9.86 for canned orange juice, $11.32 
for canned grapefruit juice, $13.51 for fresh 
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orange juice, $16.79 for fresh grapefruit juice, 
$23.00 for canned tomato juice, $25.55 for fresh 
lemon juice, $31.39 for canned lemon juice and 
$47.45 for canned pineapple juice —N. E. J. of 
Med. 


THE OSTEOPATHS 


Two years ago the legislature of the State 
of Kansas ordered a committee to investigate 
the Kirksville College of Osteopathy and 
Surgery. The committee's report, dated Feb. 17, 
1939, in part was as follows: 

1. Concerning the ownership and control of 
the college, no information was furnished. 

2. Concerning the financial resources of the 
college, no information was furnished. 

3. Concerning the faculty, we were told by 
the dean that there were about 25 full-time 
salaried teachers and about 25 other part-time 
teachers. 

Of the preclinical sciences, there are 5 which 
are taught at Kirksville and also in all recog- 
nized medical schools. These 5 subjects are 
anatomy, bacteriology, biochemistry, physiology, 
and pathology. Using the catalogue figures for 
student enrollment in the freshman and sopho- 
more years, it is found that the ratio of teach- 
ers to students in these 5 departments is 1 to 
75. At the University of Kansas the correspond- 
ing ratio is 1 to 4.2 and at the University of 
Illinois 1 to 3.8. 

The lack of numbers is no more significant 
than the lack of training of the faculty. Of 
the 7 engaged in teaching the preclinical sub- 
jects mentioned above, no one has had the kind 
of training which would be required in any 
reputable medical school. 

Neither medicine, osteopathy, nor any other 
form of healing can be learned without con- 
tinuous observation of the sick. The adequacy, 
therefore, of clinical facilities constitutes one 
of the most important criteria for measuring 
the efficacy of any teaching program having 
to do with the diagnosis and treatment of dis- 
ease. 

The Kirksville school maintains a_ hospital 
which is said to contain 60 beds. The Laughlin 
Hospital, across the street, is a private institu- 
tion and cannot be counted as a part of the 
teaching resources of the school. 

The student enrollment in the junior and 
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senior years at Kirksville is approximately 300, 
so that the number of hospital patients avail- 
able for purposes of instruction is approxi- 
mately one-fifth of a patient per student. 

At the University of Kansas there are 700 
patients under the control of the medical facul- 
ty and 40 students enrolled in the third and 
fourth years. 

At Kirksville it was stated that during the 
year there were 170 deliveries, an average of 
1.2 per cent per senior student. 


According to the class schedule for the cur- 
rent semester, a very large part of the students’ 
time is taken up with didactic instruction and 
a very small time devoted to laboratory work. 
This is contrary to the universally recognized 
principles of scientific instruction. 

We saw no evidence of any investigative work 
being conducted by members of the faculty nor 
any place where such work could be carried 
on. We were told that there was no animal 
house and that no animals were kept by the 
school except the frogs which were used in the 
department of physiology; that, when needed, 
‘‘a dog was brought in from the outside.’’ It 
is impossible to conceive how pathology and 
bacteriology can be taught without the use of 
such animals as rabbits and guinea pigs. 

Students do not supply themselves with 
microscopes. They are furnished by the school. 
Since we were told that the school owns 175 
microscopes, it is obvious that each student 
could not have one for his personal use. In the 
laboratory of pathology, we were told that the 
microscopes were locked up in a closet and we 
were unable to see them.—Federation Bulletin. 


ANEMIA DIAGNOSIS 


The diagnostic plan is made up of three 
steps, which must be followed in order. 


1. The degree of anemia must be determined 
by red blood cell count and hemoglobin esti- 
mation. 


2. The state of balance between produc- 
tion and destruction of red blood cells is dis- 
covered by estimating the degree of each. 

3. After classifying anemia as one of (a) 
decreased production or (b) increased destruc- 
tion, special tests should be used to determine 
the subgrouping. 





August, 1941 


The tests of production (Step 2) are: 
1. Reticulocyte count: normal, 0.5% to 2%. 
2. Bone marrow differential count: 


normal, three or four white cells to one nu- 
‘leated red cell. 


3. Blood smear: presence of nucleated red 
‘ells shows increased production. 


4. Urie acid: the normal ranges from 2 to 
4 mg. per cent, but the value rises with in- 
‘reasing red cell production. 


The tests for the destruction of red blood 
‘ells (Step 2) are: 

1. Stool urobilinogen: normal is 100 to 500 
mg. by the Sparkman quantitative method. 

2. Icterus index: normal, 5 to 7; increased 
levels indicate increased destruction. 

3. Repeated red blood cell counts. If these 
fall in the fact of increased production, a rela- 
tively increased destruction is indicated. 

The special tests for subgrouping anemias in- 
clude determination of the following: 

1. Diameter of red corpuscles; normal, 6.8 
to 7.8 microns. 

2. Volume of red corpuscles: normal of cor- 
puselar volume is 80 to 95; normal of volume 
index, calculated from hematocrit, is one. 

3. Red cell thickness in relation to dia- 
meter; normal ratio, one to four. 

4. Fragility test: normal span of hemolysis 
ranges from .042% to .038% with sodium chlo- 
ride solution. 

5. Morphology of red cells: a sealed wet 
preparation is used for sickling; a stained 
smear for stippling and other changes, as well 
as for determining abnormality of white blood 
cells. 

Not all these tests need be employed in every 
case.—Tri-State M. J. 


CONSULTANTS 


Consultations for help in treatment and 
management have three purposes— 

First, for the genuine effort to obtain help 
for the patient. 

Second, to share the responsibility of caring 
for a seriously ill patient. 

Third, to satisfy the patient or the friends 
in contact with the case. 

A doctor becomes a nuisance to consultants 
when he gropes about cloak rooms and _ hall- 
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ways seeking free opinions. He usually states: 

‘*T will have you see this patient in a day or 
so.’’ He seldom does. This is not of much value 
to the patient and certainly not profitable to 
the consultant. If a consultant is contacted for 
his help in treatment and management, he 
should at least be invited to visit the bedside 
and view the patient. 


Consultants may, and do have, complexes the 
same as the rest of us. At times this comes 


to light at the bedside. The symptoms include: 


a. ‘‘When I was in Vienna . 
Boston .. .’’ 


. ., Mayos, or 


b. ‘‘My last 20 cases like this .. .”’ 

ce. ‘*The president of First National and 
Senator So and So looked like this.’’ (This is 
dangerous for the patient may know they both 
died. ) 

d. Gloomy seriousness of attitude such as 
long time inspection of patient’s hands, point- 
ing out eyanotic nails, fingering open an eye 
and gazing at a pupil, then putting the lid 
gently back in place in true mortician’s man- 
ner. 

e. Undue efforts to be gloriously funny in a 
sick room. 

Here is a serious charge, but unfortunately 
it does occur. The consultant gradually and 
imperceptibly takes possession of the patient. 
Noah Webster calls that stealing. In such deals 
the consultant loses in the long run; any gen- 
eral practitioner can take care of that. 

Failure to discuss the fee with the doctor 
before presenting a bill. A fee too little can be 
as damaging to the prestige of the family doc- 
tor, as when the consultant makes an obvious 
overcharge. 

The ideal consultant in the sick room must, 
first of all, be informed. Then he must be hu- 
man, friendly, deliberate without apparent 
haste, render an opinion guardedly, leave a lit- 
tle hope when possible, and when the business 
at hand is over—go.—J. Ind. St. Med. Assoc. 


DIAGNOSIS AND CRITERION OF CURE 


IN GONOCOCCAL INFECTIONS 
The diagnosis of gonorrhea must be made 
from a summation of information obtained 
from the history, symptomatology, physical 
signs, and laboratory reports. The majority of 
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females present themselves for diagnosis in the 
chronic stage of the disease. 

The pertinent factors in the history are: (1) 
possibility of contact with infected individual. 
(2) The past history of urinary frequency and 
dysuria. (3) The past history of profuse purul- 
ent vaginal discharge. (4) Pain or discomfort 
in the lower abdominal quadrant. 

In the symptomatology, the important factors 
are: (1) The presence of frequency, especially 
nocturia, urination. (2) The 
presence of vaginal discharge. (3) Pain in the 


and pain on 
lower abdominal quadiant may or may not be 
present. 

The physical signs which should be sought 
are: (1)Purulent discharge from the urethra. 
(2) Purulent discharge from Skene’s glands. 
(3) Thickening along the length of the uretha. 
(4) Redness around the orifice of Bartholin’s 
glands. (5) Redness or swelling in Bartholin’s 
gland. (6) Expression of pus from the orifice 
of Bartholin’s gland. (7) Purulent discharge 
from the external cervicalos. (8) Hypertrophy 
(9) Erosion of the 
nabothian follicle 


and edema of the cervix. 
(10) 


cervix. Presence of 


eysts. (11) Thickening and tenderness in the 
parametrial tissues, especially posteriorly and 


laterally. (12) Thickening and tenderness in 
the adnexa. (13) Pelvie cellular inflammation. 
(14) Pelvie peritoneal inflammation. 

Laboratory assistance should be obtained as 
follows: (1) Positive Gram negative intra or 
extracellular dipplococei in the smear from the 
secretions of the urethra, cervix or Bartholin’s 
glands. (2) Positive culture for gonococei from 
the urethra, cervix or Bartholin’s gland. 

The criteria of cure primarily demands an 
absence of all symptoms and physical signs. In 
the male, subsequent smear and culture from 
the urethra and the prostate with or without 
the provoecatives should be negative. 
These examinations should be repeated twice 
at monthly the adult female, 
smears and cultures from the urethra and cer- 


use of 
intervals. In 


vix for six successive weeks and thereafter for 
six additional smears and cultures at bi-weekly 
intervals must all be negative. In the female 
child, six smears and cultures from the vagina, 
cervix and rectum, taken at weekly intervals, 
should be negative. This series should be re- 
peated twice with a lapse of one month between 
each series.—Jo. M.S. M. S. 
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LEUKEMIA 

Leukemia was recognized by both J. H. Ben- 
nett and Virchow in 1845. The depth of per- 
ception displayed by these investigators in as- 
sociating enlargement of the spleen with in- 
crease in the white cells of the blood is appre- 
ciated when one recalls that their publications 
antedated by 30 years the introduction of meth- 
ods for counting and differentially staining the 
white cells. Bennett referred to the blood alter- 
ation as ‘‘suppuration of the blood’’; Virchow 
called it ‘‘white blood.’’ Twenty years later, in 
1865, Cohnheim reported, under the name of 
pseudoleukemia, a case having the clinical and 
postmortem features of leukemia in which the 
white corpuscles of the blood showed ‘‘no devia- 
tion from the normal.’’ In 1870 Neumann ree- 
ognized the importance of the bone marrow 
changes in leukemia, and by the end of that 
decade the technic of the enumeration of the 
been introduced and 
the blood 
During the ensuing. 30 years, a number of cases 


various blood eells had 


was being applied to dyscrasias. 
of leukemia having normal or subnormal leu- 
koeyte counts were reported under a variety of 
names so great as to lend to the 
literature of the entire subject. 

The designation ‘‘aleukemie leukemia’’ for 
this condition is attributed to Orth by H. 
Hirschfeld and to Pappenheim by H. Baar. The 
behavior of leukemias could be, according to 
Turck, either (1) leukemic, (2) subleukemie, or 
(3) aleukemie, the latter group being the same 
as Cohnheim’s pseudoleukemia. Here we can 
pause to consider the fate of the word pseudo- 
leukemia. It was soon applied to nonleukemic 
diseases such as Hodgkin’s, in which the clinical 
picture suggested leukemia (H. Senator). To- 
day, no longer used for leukemia in a specific 
sense (although ©. Naegeli does give it such a 
generic meaning when he groups under it aleu- 
kemie leukemia, leukosarcoma, and certain spe- 
cific granulomas), pseudoleukemia now desig- 
nates a variety of blood pictures which, while 
suggesting leukemia, are found to belong to 
some other nonleukemic disease. 

Following is an incomplete list of names used 
by various authors in reporting cases of aleu- 
kemie leukemia. It shows at a glance the con- 
fusion, lack of conformity, and historic evolu- 
tion of its designations. 


confusion 


Pseudoleukemia Cohnheim 1865 


Anaemica splenica pseu- 
doleucaemia 


Leukanaemia 


1897 
1902 


G. Jawein 
W. von Leube 
F. G. Bushnell and 


D. G. Hall 1906 
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Myeloid pseudoleukemia H. Hirschfeld 1908 


Aleukemic leukemia Orth 
Pappenheim 
Hirschfeld 
Aleucocythaemic leukae- 
mia 
Leukopenic leukemia 


1914 


J. T. King 1917 


N. Rosenthal and W. 
Harris 1935 
F. R. Miller and 
W. B. Seymour 1938 
R. B. Scott 1939 
R: R. Kracke and 
H. E. Garver 
Turck 
E. E. Osgood 
C. E. Forkner 
V. H. Moon 


Hypocytic leukemia 
1935 


Subleukemic leukemia 
1937 
1937 


The I A B Code 1939 


Hirschfeld, in 1914, after a considerable pe- 
riod of interest in these cases, which he called 
aleukemic leukemia, clearly defined them as 
clinical variants of regular leukemia in which 
there was no increase in the number of leu- 
koeytes in the blood. 

Leukemia (white blood) has long since come 
to mean the disease in which the leukocyte form- 
ative tissue has undergone lawless prolifera- 
tion. Nevertheless, aleukemie leukemia—White 
blood without white blood—presents an obvious 
contradiction. Attempts have been made to 
escape this paradoxie word combination, one of 
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the first being by King, who called it ‘‘aleuco- 
cythaemic leukemia,’’ a good name that was 
never adopted. 


During the past 5 years the term aleukemic 
leukemia has been so tossed about on the sea 
of medical literature that it is no longer sure 
of its cargo. Its original connotation (Hirseh- 
feld) of a leukemia in which the leukocyte 
count is not above normal is still maintained by 
many, including the able hematologist, A Piney. 
Another large group, numbering Kracke, 
Forkner, and Osgood, follow R. H. Jaffe’s 
thought that ‘‘aleukemic’’ should be reserved 
for those cases which in addition, never show 
a diagnostically significant number of. immature 
cells in the blood. These cases are rare. 

After all, whether a case is diagnosed as aleu- 
kemie, subleukemic, or simply leukemic depends 
in a great degree on the length of time the case 
can be observed. Many cases, first seen in the 
aleukemic or subleukemic phase, will ultimately 
be diagnosable as leukemia from study of the 
peripheral blood. With this in mind, and econ- 
sidering that clinical diagnosis is the important 
reason for recognizing the aleukemic phases, we 
feel that it is permissible to use aleukemic leu- 
kemia in a generi¢ sense to embrace all of these 
manifestations. 
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It is available in the form of crystals and soluble trituration for the prepara- 
tion of solutions, suppositories, water-soluble jelly, and powder for vaginal 


insufflation. 


(DUE TO NEISSERIA GONORRHEAE) 


oe Picrate, 


Wyeth, has a convincing record of 
effectiveness as a local treatment for 
acute anterior urethritis caused by 
Neisseria gonorrheae.1 An aqueous 
solution (0.5 percent) of silver pic- 
rate or water-soluble jelly (0.5 per- 
cent) are employed in the treatment. 


1. Knight, F., and Shelanski, 
H. A., “Treatment of Acute Ante- 
rior Urethritis with Silver Picrate,” 
Am. J. Syph., Gon. & Ven. Dis., 
23, 201 (March), 1939. 
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PIONEER AND MAINTAIN LEADERSHIP 


BAXTER FIRST AGAIN. 


Ever alert to new requirements, Don Baxter, Inc. 
is first again—in offering sulfanilamide solutions 
for subcutaneous use. As with all Baxter products, 
these new solutions are made available only after 
the most thorough laboratory investigations and 
clinical trials. 


Baxter sulfanilamide solutions, for use when oral 
administration of sulfanilamide is not feasible, are 
supplied as follows: 


0.8% Sulfanilamide in Lactate-Ringer’s Solution 
in 500 and 1000 cc. Vacoliters. 


0.4% Sulfanilamide in Physiological Solution of 
Sodium Chloride in 500 and 1000 cc. Vacoliters. 


Don Baxter, Inc., the Pioneer, maintains the most 
complete line of parenteral solutions, supplied in 
Vacoliters in dosage forms to meet all requirements. 


Included are the recognized concentrations of 
Dextrose in Water, in Normal Saline, in Ringer's, 
and in Lactate-Ringer’s; Normal Saline and other 
Sodium Chloride Solutions; Ringer's, Lactate- 
Ringer's, and 1/6 Molar Sodium Lactate; Acacia 
Solutions. To this wide range of solutions Baxter has. 
recently added another solution of importance: 


5% Dextrose in Physiological Solution of Sodium 
Chloride with Vitamin B, (1000 International 
Units) in the 1000 cc. size Vacoliter. 


on Baxter, [No. 
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BOOK NOTES 





A PRIMER FOR DIABETIC PATIENTS: Russell M. Wilder, 
M. D., Ph. D., FP. A. C. P. Professor and Chief of the depart- 
ment of Medicine of the Mayo Foundation, University of 
Minnesota; Head of Section on Metabolism Therapy, Division 
of Medicine, the Mayo Clinic. Seventh Edition Reset. 166 pp. 
with diet charts and illustrations. W. B. Saunders Company. 
$1.75. 

Even with the advent of protamine-zine in- 
sulin, the long sought, single preparation injec- 
tion method of treatment still has not been 
satisfactorily achieved. The foregoing is the 
basis for which this seventh edition of the dia- 
betic patients’ ‘‘bible’’ is presented. This latest 
edition advocates a fortunate medium in eom- 
bining the use of both plain insulin combined 
with protamine-zine insulin. Since Dr. Wilder’s 
Primer has been published for twenty years, 
little more testimonial is required to prove its 
worthiness.—V. M. R. 


X-RAY THERAPY OF CHRONIC ARTHRITIS (Including 
X-Ray Diagnosis of the Disease). Preliminary report based 
on 100 patients treated at Quincy, Ill.: Karl Goldhamer, 
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M. D. Associate Roentgenologist, St. Mary’s Hospital and 
Quincy X-Ray and Radium Laboratories; formerly Roentgenol- 
ogist, University of Vienna; Honorary Member, Mississippi 
Valley Medical Society; etc. With a Foreword by Harold 
Swanberg, B. S., M. D., F. A. C. P. Editor, Mississippi Valley 
Medical Journal and the Radiologic Review, Roentgenologist 
St. Mary’s Hospital and Blessing Hospital, Director, Quincy 
X-Ray and Radium Laboratory. Past President, Illinois 
Radiological Society, etc. 131 pp. with numerous illustrations 
two roentgenograms, and four tables. Radiologic Review Pub- 
lishing Co., Quincy, Illinois. First Edition. $2.00. 

The author presents a review consisting of 
the clinical aspects and pathology of chronic 
arthritis, the x-ray findings and differentia! 
diagnosis, what cases should be treated, the 
technique, and finally, a clinical report on 100 
consecutive cases. While this only constitutes 
a preliminary report, the results (60% clinieal- 
ly eured or improved) certainly warrant further 
study and consideration of this form of treat- 
ment for arthritis. The author does not claim 
that x-ray treatment is specific; his results, 
in many instances, are very successful. However, 
he advocates the use, in conjunction with x-ray, 
of most accepted forms of therapy. This makes 
a proper evaluation of his results somewhat 
confusing since he does not give us the details 
of complementary therapy.—V. M. R. 
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TURNER’S CLINICAL AND 
X-RAY LABORATORIES 
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EL PASO, TEXAS 
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TEXTBOOK OF PEDIATRICS: By J. P. Crozer Griffith, first division concerns such topics as Physical 
M. D., Ph. D., Emeritus Professor of Pediatrics in the Univ. - 

of Pennsylvania; Consulting Physician to the Children’s Growth and Development, Hygiene, Mental and 
Hospital, Philadelphia; Consulting Physician to St. Christo- Hmotional Development and Mental Hygiene, 


pher’s Hospital for Children; Consulting Pediatrist to the Feedi Cl teristics of Disease i Inf X 
oman’s, the Jewish, and the Misericordia Hospitals, etc.: ceeding, laracteristics 0, iseéase In infancy 


d A. Graeme Mitchell, M. D., B. K. Rachford Professor and Childhood, Therapeutics and an interesting 


Pediatrics, College of Medicine, University of Cincinnati; . a . . “ ( . 
deal Director and Chief of Staff of the Children’s Hee. U®Pter on Pediatric Institutions and Organi- 


al of Cincinnati; Director of the Children’s Hospital zations. The second division contains 12 sec- 


search Foundation; Director of Pediatric and Contagious § tions, Each section is divided into chapters con- 
‘vices in the Cincinnati General Hospital. Third Edition, 


vised and Reset. 991 pages with 220 illustrations. Phila- cerning the diseases of the various systems. 
iphia_and London: W. 8B. Saunders Company 1941. So convenient is this arrangement that in pass- 


ice $10.00. ; . 
ing a cheer should be given. 


= 


vVaoannwmss?co B 


The third edition of this splendidly complete 

xt book is the monument to Dr. Mitchell, who 

éntly passed on after years of devoted serv- 
ie to his profession. 


The book is packed with knowledge of the 
latest approved aspects of pediatrie practice. 
It is not padded with lengthy bibliography. 
The authorities who aided in the writing of 

The title has been changed from ‘‘Diseases this volume were the ones consulted anyway, 
Infants and Children”’ to the present ‘‘Text- so a bibliography would be superfluous. So 

ok of Pediatries.’’ The change is apt, because complete is this text that it is difficult to see 
ediatries has come to deal not only with dis- just how one practicing pediatrics or general 
ase of the young, but with normal develop- medicine can afford to be without a copy in 
ment, growth and behavior. The book has been his library. 
completely revised and rewritten. The authors 


were assisted by a lar roup of authorities 
' sist 7. os oe © I authoritie ESSENTIALS OF ENDOCRINOLOGY by Arthur Grollman, Ph., 


in the various divisions of medical science. D., M. D., associate professor of pharmacology and experimental 
si : ote! ‘ F therapeutics in the medical school of The Johns Hopkins 
The work is divided into 2 broad parts. The university, formerly associate professor of physiology and 
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instructor in chemistry in the same insttiution. Pp. 480, 
including index. 74 illustrations. Cloth $6.00. J. B. Lippincott 
Co., Philadelphia, London, Montreal. 

This book is a broad review of a rapidly de- 
Endocrinology is emerging 
oceultism and guess work, 


veloping subject. 

from the realm of 
and is pointing the way to a more comprehen- 
of the mechanism of the 
human body and Textbooks 
such as this one aid the physician greatly in 
his efforts to make intelligent study of this 
government by glands. The author sets a course 
marked by experimentation, and arrives at con- 
clusions in that fashion. He points out that the 
maze of fanciful and ill-founded conjectures in 
endocrinology may be due to unwarranted ac- 
assumptions as_ basic 


sive understanding 
man’s behavior. 


ceptance of unproved 


facts. 


Divisions of the book are: Endocrine Glands 
of the Cranial Cavity, the Branchiogenie Or- 
gans, the Endocrine Organs of the Abdominal 
Cavity, the of the Reproductive 
System, the Hormones Derived from Non-Endo- 
crime Organs. Included in the chapter en- 
titled ‘‘Basic Survey’’ are notes on the scope 
and history of endocrinology, methods of ad- 
ministering hormones, commercially available 
endocrine products. A very helpful outline of 
endocrine products is printed just inside the 
The book is not burdened with endless 
references—a device sometimes adopted to either 
(a) astound the reader with the author’s eru- 
dition, or (b) fill up space. Some useful refer- 
ences are included, however. The illustrations 


Hormones 


, 


covers. 


are apropos, are well selected and splendidly 
reproduced. 
This book condenses and makes readily avail- 


able to the busy practitioner the results of years 
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of experimentation and research in the fascin 
ating, important field of endocrinology. It is 
just as essential as the dictionary to the moder 
physician’s library. 





TRY PABLUM ON YOUR VACATION 


Vacations are too often a vacation from pro 
tective foods. For optimum benefits a vacation 
should furnish optimum nutrition as well as 
relaxation, yet actually this is the fime when 
many persons go on a spree of refined car 
bohydrates. Pablum is a food that ‘‘goes good” 
on camping trips and at the same time sup- 
plies an abundance of calcium, phosphorus, 
iron and vitamins Bi (thiamine) and G (ribo- 
flavin). It can be prepared in a minute, with- 
out cooking, as a breakfast dish or used as a 
flour to inerease the mineral and vitamin 
values of staple recipes. Packed dry, Pablum is 
light to earry, requires no refrigeration. Here 
are some delicious, easy-to-fix Pablum dishes 
for vacation meals: 


PABLUM BREAKFAST CROQUETTES 

Beat three eggs, season with salt, and add 
all the Pablum the eggs will hold (about 2 
cupfuls). Form into flat cakes and fry in 
bacon fat or other fat until brown. Serve with 
syrup, honey or jelly. 


PABLUM SALMON CROQUETTES 
Mix 1 cup salmon with 1 cup Pablum and 
combine with 3 beaten eggs. Season, shape into 
cakes, and fry until brown. Serve with ketchup. 


PABLUM MEAT PATTIES 


Mix 1 cup Pablum and 1% cups meat (diced 
or ground ham, cooked beef or chicken), add 
1 eup milk or water and a beaten egg. Season 
form into patties, and fry in fat. 


PABLUM MARMALADE WHIP 
Mix % cup Pablum, % cup marmalade, ad 
Y¥y cup water. Fold in-4 egg whites beate: 
until stiff and add 3 tablespoons chopped nuts 





A modern, newly constructed 








Sanitarium for the scientific 
care and treatment of those 
nervously und mentally ill, the 
senile and drug addicts. 


CRUM EPLER, M. D. 
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SQUIBB SUPPLIES SOLUTION SODIUM 


ASCORBATE FOR INTRAVENOUS AD- 

MINISTRATION OF VITAMIN C 

For patients who are severely ill or with 
abnormal requirements of vitamin C such as 
ore connected with surgical procedures, and 
for patients with poor utilization or faulty 
» sorption of this vitamin, E. R. Squibb & 
sons, New York, now supply Solution Sodium 
\seorbate for intravenous administration. 
Made from the sodium salt of pure synthetic 
»seorbie acid (vitamin C), Solution Sodium As- 
corbate contains per 1 ce. an amount equiva- 
ont to 100 mg. of aseorbie acid (2,000 U. S. P. 
XI units of vitamin C). It is supplied in 1-ce. 
mpuls, packaged in boxes of six and 25. 

The average dose of Solution Sodium As- 
orbate is 1 ee., equivalent to 100 mg. ascor- 
ie acid. (One clinician reports giving as high 
as 10,000 mg., 10 grams, intravenously in a 
single dose to an adult.) The Squibb leaflet 
on this product gives suggested dosages in in- 
fantile seurvy, severe adult scurvy, capillary 
fragility and surgical patients. 





The importance of having the physician pre- 
scribe the proper diaphragm is stressed in a 
booklet, addressed to pharmacists, by the Hol- 
land-Rantos Company entitled ‘‘The Pharma- 
cists Looks At Contraceptives.’’ 

The Holland-Rantos Company are the pio- 
neers in advocating the diaphragm plus jelly 
method and have consistently maintained that 
diaphragms must be properly fitted by physi- 
cians. 

This monograph is the latest promotion done 
by the company in its advocacy of ‘‘The Phy- 
sician’s Method.’’ 

HOLLAND-RANTOS CO., 
551 Fifth Avenue, New York 
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